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fact, even in the world of observable and 

measurable things, validity is but a rela- 
tive concept. Heraclitus, the renowned philoso- 
pher of ancient Greece, questioned the very pos- 
sibility of stable knowledge or stable ethics. The 
phenomena of the outer world, the sensations of 
our inner world, and we ourselves, as individ- 
uals, are undergoing constant change. ‘Panta 
rei,” maintained the ancient philosopher, every- 
thing is in a state of flux. “All is changing save 
the law of change.” In a world conceived as one 
of eternal flux, no stability is possible. If that 
was applicable to the Greece of several centuries 
B. C., what shall we say of our own world, in 
which changes occur with so startling and ever- 
accelerating rapidity, that we can no more dif- 
ferentiate between evolution and revolution, be- 
tween fact and fancy, between right and wrong? 
What today is still in the realm of dream becomes 
the applied science of tomorrow; what was cher- 
ished tradition but yesterday will be looked upon 
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as sentimental gibberish the day after tomorrow; 
what has been held sacred for centuries becomes 
ludicrous over night. Who, under such condi- 
tions, would undertake to cast a horoscope? 


No prediction is ever valid. It is always a 
guess, and the wiser the guesser; the more ob- 
servant he is of the fickle nature of man; the 
more experienced he is in the ways and vagaries 
of life; the more he is dominated by a love for 
wisdom rather than a desire to define the ever 
elusive truth; the more sensitive his intuitive per- 
ception of incomprehensible things—the nearer 
may his guess fit the pattern he endeavors to 
trace on the nebulous web of the future. There 
have been few such men—occasionally a great 
philosopher, a great moral teacher, or a great 
statesman looms up on the horizon of time en- 
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dowed with this rare gift of sensing the trends 
of the future. 


Hospitals Certain to Survive But Will Be Molded 
By Social and Economic Changes 


In the domain in which we are professionally 
concerned, the future does not seem to be en- 
wrapped in a thick veil. For one thing, the hos- 
pital as a social institution is certain to survive; 
it is by the nature of things one of the most stable 
bulwarks of our civilization. No one, conserva- 
tive or liberal, fascist or communist, authori- 
tarian or democrat, wants to abolish it. Even 
the most radical proposals which have been ad- 
vanced of late for the enlargement of the avail- 
ability of medical service to all, do not compare 
in revolutionary scope or tenor with the meas- 
ures advocated in other domains of our common 
life. Hence the forecasts in the field cannot lead 
one far astray, and that is why I have dared, with 
the meager equipment I possess, to undertake the 
task in order to stimulate discussion of current 
trends in the hospital field. 


What I have to say must needs be sketchy, with 
no elaboration of the opinions expressed. Other- 
wise, I would be presenting a whole treatise. The 
available factual material is enormous and lends 
itself to many and various interpretations. What 
I present here is purely a personal opinion, and 
not that of any organization with which I may 
be associated. In other words, I am speaking for 
no one but myself. 


It is but commonplace to say that the pattern 
and the mode of operation of the hospitals of the 
future will be molded by the changes which will 
take place in the social and economic organiza- 
tion of society, by the progress which medicine 
and surgery may make, and by the human rela- 
tionships which will be developed as a result of 
political evolution. One thing appears reason- 
ably certain—that as long as mankind continues 
to maintain a civilized state, the existence of hos- 
pitals is assured. I have already ventured the 
opinion that of all existing institutions of our 
present social order, the hospital occupies the 
most stable and impregnable position. 


There is also no doubt that the continuance of 
the present crisis—which, in a large measure is 
due to political unrest and to our coming of age— 
may lead to as profound ultimate socio-economic 
changes as those which followed the Thirty Years’ 
War, the Industrial Revolution in England, or 
the French Revolution. Personally, however, I 
believe that what Professor Demiashkevich calls 
the Apollonian attribute of the national mind will 
predominate over what he calls its Dionysian 
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characteristic, and that the forces which are be- 
ing mustered to cause a volcanic eruption may 
become dissipated, and the present crisis pass 
over as merely one of a series in a rather turbu- 
lent economic cycle. 


It is interesting to observe how often through- 
out the course of history the results of a social 
uplift become disappointing to those who en- 
deavor to direct the engendered emotional forces 
into channels which they believe beneficial to 
society as a whole, or to certain economic groups. 
Life has its own laws and eludes artificial pat- 
terns laid out for it. The present crisis, how- 
ever, has probably gone far enough to bring about 
some definite changes in economic concepts and 
values, which will modify to a degree the exist- 
ing social relationships. The welfare legislation 
of the past few years will no doubt become a per- 
manent fixture of our socio-economic life, al- 
though it will, in time undergo many changes 
and modifications. I doubt, however, that it will 
lead to profound improvements in the life of the 
masses. It has not done so in Europe. Abundant 
and satisfying life has deeper roots and is sus- 
tained by more substantial nutriment than leg- 
islative fiat. 


Present Economic and Social Welfare Legislation 
Will Affect Future of Our Hospitals 


The future of our hospitals will be affected to 
a considerable degree by the economic and social 
welfare legislation of the present time, and by 
the large sums of money which are being, and 
will continue to be expended for public health 
purposes, and as direct subsidies for the construc- 
tion of new hospitals and the enlargement of ex- 
isting institutions. The expansion of public 
health work, with its present emphasis on vene- 
real diseases, tuberculosis, pneumonia, and 
chronic afflictions—for which no effective pre- 
ventive measures exist, such as cardiac and ar- 
teriovascular diseases, neurological diseases, 
cancer, and mental aberrations—will cause a re- 
distribution in the existing ratios of various types 
of hospital beds. In its modern aspects, public 
health activity is often indistinguishable from 
medical care; it is steering away from its original 
environmental moorings and it is pushing with 
ever accelerating vigor, into the field of hospital 
and clinic service. 


The line of demarcation between preventive 
and curative medicine is often hard to discern, 
and as I have stated, the encroachments of the 
field of public health on the domain of the care 
of the sick have been considerable, and may be- 
come even more pronounced in the future unless 
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steps are taken in the current stage of evolution 
to secure a proper balance between the two over- 
lapping concerns. The need for working out a 
satisfactory policy of distribution of responsibil- 
ity I had occasion to discuss in an address pre- 
sented a few months ago under the title ““Reorien- 
tation in the Public Health and Hospital Organ- 
ization Patterns of our Communal Life,” and 
which has been published in the New York State 
Journal of Medicine for October 15. I suggest 
that this subject of interpenetration be made a 
matter of special joint study on the part of the 
American Hospital Association and the American 
Public Health Association. 


In the light of the difficult economic problems 
of survival which the hospitals face today, the 
governmental subsidies for capital investment in 
hospitals raise the question of maintenance of 
the added hospital units. There is little likeli- 
hood that the existing plus the projected future 
hospital facilities, whether rural or urban, 
whether for chronic or acute conditions, would 
be supported adequately by tax funds. Govern- 
ment maintenance of hospitals in accordance with 
merely adequate, not optimum standards, would 
require a considerable addition to existing local 
and state taxation. Aside from the unwisdom 
of increasing our tax burdens, the extension of 
political control, which full or partial public main- 
tenance of hospitals would entail, is likely to cause 
a slump in the efficiency which we are accustomed 
to expect in the care of the sick. My prediction 
is that the tradition which has been established 
for the high standards of hospital work, though 
very young, will prevail if every effort is made 
to continue the independent economic basis of 
voluntary hospitals, which have always been pace- 
setters in the evolution of high standards. 


Support of Voluntary Hospitals Will Continue to 
‘ Come From Private Sources 


It is my belief that as in the past, so in the fu- 
ture, the major support of voluntary hospitals 
will continue to come from private sources, al- 
though these sources will, in the future, be de- 
rived principally from mutual associations cre- 
ated for meeting the contingencies of illness, and 
to a diminishing degree from charitable benevo- 
lence, donations or endowments. 


All indications point to the budgeting of sick- 
ness needs of people of moderate means as the 
established order of the future, just as the buying 
of automobiles on installment is the prevailing 
practice among this group today. The great ma- 
jority will seek insurance indemnity for their 
illness costs from the proceeds of insurance 
premiums. 
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A great deal of trial and error will go on be- 
fore the most satisfactory way has been devised 
for adequate social financing of medical and hos- 
pital care of sickness in all its protean manifesta- 
tions. The greatest difficulties that will be en- 
countered will be the time element of chronic ill- 
ness and the working out of an actuarial basis for 
sickness insurance rates. Some of our common- 
wealths may be rash enough to try out compul- 
sory state insurance schemes; most will leave the 
matter to voluntary civic experimentation. My 
prediction is that eventually a way, or ways, will 
be found for meeting this important need in the 
life of everyone through the principle of organ- 
ized mutuality, without political coercion or bu- 
reaucratic interference. There will, no doubt, 
always be a small proportion of the population 
which, through misfortune or improvidence or 
the shortcomings of mind or body, will be unable 
to participate in the socialized practice of budget- 
ing for illness, and will be a charge on the com- 
munity. Only to that extent do I foresee the con- 
tinuance of tax-maintained medicine in this coun- 
try, except in public health work. The latter has 
been operated on the principle of public support 
from its very inception. It could not have been 
developed otherwise. 


Budgeting for Illness Will Evolve Its Own Mode 
of Hospital Organization 


Just as in the fields of government, industry, 
agriculture, business, architecture, and education, 
the national genius of this country has evolved 
original patterns of its own, so it will, without 
doubt, evolve its own future modes of organiza- 
tion for the care of the sick. I do not believe 
that the forms it has taken in other countries, 
with an entirely different social and political 
background, will fit our needs or our psychology. 
I predict that the type of medical organization 
which our hospitals of the future will evolve, un- 
der the universal, or almost universal mutual in- 
surance system against the contingencies of ill- 
ness, will take forms unknown in other countries. 
One of the distinguishing features of this future 
organization will be close medical team work, 
well remunerated by insurance indemnity and 
under the supervision of highly qualified special- 
ists, which will redound to the benefit of all 
classes and types of patients, and which will, in- 
cidentally, do away with those temporary ex- 
crescences and deviations from proper medical 
procedure and from proper ethical behavior, of 
which we have heard so much of late. 


If the insurance principle of meeting sickness 
costs becomes as universal as I predict, remuner- 
ation of physicians for the care of the sick will 
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be derived from the proceeds of insurance pre- 
miums, while those serving in municipal and 
county hospitals will be paid salaries, as is the 
practice at the present time in state or federal 
hospitals. The payment of physicians for their 
hospital and clinic work will not be free from 
certain clearly discernible disadvantages, and the 
physicians of the future will not find it an un- 
mixed blessing. 


With the growth of general budgeting for ill- 
ness will come a considerable curtailment of out- 
patient work in private hospitals. The clinic 
practice will continue principally in tax-main- 
tained institutions and teaching centers. These 
out-patient departments of tax-supported institu- 
tions will serve also as centers of administration 
of domiciliary medical care for indigents. I vis- 
ualize a large scale organization of home care of 
the poor to relieve the pressure on the municipal 
and county hospitals, and its close association 
with the administration of public ambulances— 
terrestrial and aerial, with social work and with 
public assistance. 


I like to believe also that in the interests of pub- 
lic health, as well as of efficiency and economy of 
treatment, the country will be studded with 
suburban preventoria and convalescent homes, 
maintained by both insurance associations and 
public authorities. 


I foresee that with the general adoption of the 
principle of insurance, the control of voluntary 
hospitals will pass from the hands of trustees 
into those of the insurance associations. With the 
shift in ownership of voluntary hospitals will 
come many changes of organization, and among 
these will be changes in the present mode of se- 
lection of hospital administrators. There will be 
a standardization of requirements as to experi- 
ence and professional training. The type of peo- 
ple who will constitute the American Hospital 
Association a hundred years hence will be quite 
different from what it is today. There will be 
fewer colorful personalities, less interesting talk, 
fewer viewpoints, and more discussion of routine 
procedures. 


Hospitals of the Future Will Be More Closely 
Linked Together Than Those of Past 


The hospitals of the future will be linked to 
each other more closely than they have been in 
the past. They will constitute cells, so to speak, 
in the large beehive of hospital activity. Such 
close integration will result in economies, and 
perhaps be more conducive than the present inde- 
pendent status to the undertaking of research 
problems on a large scale. It may, however, prove 
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detrimental to the free play of scientific spirit, 


_ that indefinable gift of the gods which withers in 


certain atmospheres. In other words, I foresee 
a little more regimentation than I like to visualize 
for institutions so vital as hospitals. By the same 
token I can foresee the elimination of waste, the 
wise distribution of hospital facilities, the full 
utilization of existing resources, and the more 
effective enforcement of discipline. I visualize 
with particular satisfaction the possibility of col- 
lecting from a well integrated string of hospitals 
complete pathometric data, of value not only to 
medicine and administrative management, but 
also to social biology and social ecology, to vital 
statistics and insurance. 


I can visualize the disappearance of competi- 
tive economic or financial practices, the passing 
of which no one will regret, and also the possible 
diminution of competition or emulation in scien- 
tific achievement, which may tend to level off 
toward mediocrity. 


The planning and construction of hospitals in 
the future will differ radically from what they 
have been in the blighted era of congestion of 
city populations. I foresee that with the impetus 
with which city planning will proceed in the fu- 
ture, the skyscraper hospital will yield its place 
to smaller and less compact units. I visualize 
large civilian hospitals in the future only in con- 
nection with university or other recognized for- 
mal teaching centers. 


In the course of this brief paper I have men- 
tioned only some phases of possible future evolu- 
tion of hospitals, and have left out many others. 
I have listed only those which appear to me as the 
more significant ones, and I have not hesitated to 
express my own views as to the desirability or 
undesirability of certain modern trends and ten- 
dencies, with a view of arousing you to a discus- 
sion as to which of the existing values are worth 
preserving, and as to the ways and means by 
which the preservation of these values could be 
secured. I, for one, have no fear of the future. 
I believe in the ultimate predominance of ration- 
ality in the human race, in spite of the only too 
numerous past and present relapses of mass be- 
havior from the line of rational procedure. The 
trajectory of human development has ever been 
a jagged one, and it is reasonably safe to predict 
that it will never be smooth, but it behooves those 
of us who are interested in the future to prevent 
its present course from too groggy deviations 
from reason. There is too much at stake to let 
the future be of no concern to its present trustees, 
and no momentary advantage or temporary ease- 
ment should be allowed to distort the age-long 
course and fine traditions of our hospital world. 
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The Future of Hospital Administration 


S. S. GOLDWATER, M.D. 


choosing, and is too pretentious for my taste. 

It would ill become one of my years to at- 
tempt to say to you who are young, enthusiastic, 
imaginative, and determined, what the future of 
hospital administration will be. 


T 2x title of this address is not of my own 


In the development of social institutions, the in- 
fluence of environment, the traditions of the past, 
and the ideals and will of the current generation 
of thinkers and doers, are factors in shaping the 
future. All of these forces come into general play, 
but the future of any given hospital is not beyond 
the control of its local administrator; he plays a 
considerable part in shaping and directing his 
institution; his personality is a major condition 
of its environment. Change is the tenor and ten- 
dency of our society today, and individuals— 
among them vigorous and imaginative hospital 
administrators—will determine what social and 
institutional forms are best for mankind and 
what therefore will or should survive. 


The Administrator’s Most Important Quality 


If you were asked what you considered the 
most important single quality in a hospital ad- 
ministrator, what would you say? If this ques- 
tion were put to me I would answer sympathy, or 
compassion. Not the emotional type of compas- 
sion which gives way to tears and ends in help- 
less despair, but the kind which arouses action, 
which intuitively grasps the meaning of a critical 
situation, which senses the need of appeasement, 
and eventually does something. This type of com- 
passion, frequently observed among the members 
of the College of Hospital Administrators, is be- 
ing imparted by the College to the hospitals of 
the nation. The future will see a widening of its 
beneficent influence to the extent that men of 
good will can be enrolled in the ranks of admin- 
istrators. 


It would be hazardous to attempt to predict the 
future of a conspicuous social institution when, 
as I have said, the shaping of that future lies in 
the hands of youth. It is particularly hazardous 
in the hospital field because of the present tur- 
moil, with its surprises, demands, and almost 
daily upsets that defy logical analysis or predic- 
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tion. But there are certain resources in your 
hands, the utilization of which will surely have 
some effect in bringing about those developments 
in hospitals in which most of you believe. 


No Conflict Between Hospitals and Medical 
Profession 


As a result of various statements that have 
been made, there has been spread among the 
laity the feeling that hospital administrators are 
seeking to control medical practice, that there is 
a vital issue which cries out for settlement be- 
tween the medical profession and hospital admin- 
istrators. In my opinion no such conflict of inter- 
est exists. Nor can there be any such conflict be- 
cause we realize that our function is to serve the 
sick, and that in order to serve the sick we must 
serve the medical profession. Hospital policies 
and programs are efforts to adapt administrative 
means and physical resources to medical ends, 
thus making it possible for the sick to be better 
cared for. 


In general terms we seek to care for the sick, 
and since we take our jobs seriously we are eager 
to see our hospitals equipped with the best means 
for accomplishing so exalted a task. We are called 
upon to discover, classify, and apply the required 
technical means. As science advances and medi- 
cine becomes more complex, as the requirements 
of the medical profession grow in number and 
detail, it is for us to remember that although we 
have in the past done all we believed to be possi- 
ble, we must remain alert, must continue to rec- 
ognize changes promptly, and must adapt hospi- 
tal organization and equipment to meet advancing 
needs. The ablest administrators foresee needed 
changes and facilitate them; the wise administra- 
tor is never satisfied; the administrator who is 
sure that his hospital is perfect is one whom I 
would advise to withdraw from the field. Let us 
banish forever the vice of complacency. 
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It is customary to say that the three particular 
objects or purposes of hospitals are medical care 
of the patient, teaching, and research. These 
three are different angles of the problem of effi- 
cient medical care. The prevention of sickness is 
a conceivable fourth, but this is an idea which has 
logical limits, as far as hospital administration is 
concerned. 


The Hospital and Preventive Medicine 


It would be a mistake for hospital administra- 
tors to attempt to take over from public health au- 
thorities preventive medicine in the full sense of 
the term, although what nowadays is regarded as 
proper therapeutic care includes an inseparable 
ingredient of prevention. When we send follow-up 
nurses or social workers to find out what has hap- 
pened to a discharged patient, to educate the pa- 
tient in health habits, and to guard against a re- 
currence or aggravation of disease or disability, 
we are practicing medical prevention. When we 
keep accurate and adequate records and deduce 
practicing prevention. Many of the traditional 
services of the out-patient department are pre- 
ventive, arresting disease in its incipiency. These 
examples of legitimate hospital activities wth a 
preventive slant could be multiplied indefinitely. 


Curative medicine, then, has a very definite 
preventive aspect, but a distinction remains be- 
tween preventive medicine, or public health ad- 
ministration as such, and the practice of medicine. 
I believe it is because some of those who are en- 
gaged in public health administration are lacking 
in imaginative power or in resourcefulness in 
their proper field, that we sometimes find preven- 
tive medicine relatively neglected by public health 
departments and hospital clinics needlessly dupli- 
cated by them. Aiming to expand rather than 
to perfect their work they reach out into neigh- 
boring fields, creating confusion in public admin- 
istration. We find public health officials who are 
willing to step aside from the classic routine of 
their job, from attempts to improve the quality of 
human life by the modification of environmental 
factors, in order to engage in activities which 
really belong to the hospital. 


For the encroachment of public health admin- 
istration on therapeutic territory the excuse is 
offered that hospitals are not fulfilling their func- 
tion, and the criticism is not without foundation. 
We as administrators must try to make our job 
of personal medical care a complete job. We must 
see to it that our service to the sick is properly 
implemented by a comprehensive program, satis- 
fying all the reasonable demands of modern med- 
ical practice. There must be no gaps in clinical 
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coordination, in laboratory service, in diagnostic 
_ aids, in convalescent care, in follow-up work, in 
medical social service, in the protection of the 
health of hospital workers. There must be close 
cooperation with public health departments and 
with voluntary social and health agencies. 


Physical Plant vs. Living Hospital 


The interest of most hospital superintendents, 
in the old days, was centered on the physical hos- 
pital. Considering my own experience and inter- 
est in the planning of hospitals, I should perhaps 
be the last one to decry the importance of the 
physical hospital plant. But actually the physical 
hospital is secondary in importance to the living 
hospital, the live functioning hospital whose ac- 
tivities determine what finally happens to the 
patient. I have seen excellent hospital work done 
in miserable physical surroundings. Then too, I 
have seen the exact opposite, hospital work of the 
poorest kind done in the most luxurious surround- 
ings. Let us see to it that our communities pro- 
vide the best that is possible in the way of phys- 
ical surroundings for our patients, but may we 
never be carried away by the thought that a hos- 
pital which has achieved physical beauty, which 
has been built securely and has been furnished in 
good taste, is a finished hospital. At that point 
the scene has been set, but the play has not yet 
begun. We all know how easy it is to manage a 
hospital during its period of construction. Hos- 
pital administration is put to the test only when 
the hospital plant is finished and the first patient 
arrives. When a thousand patients have been 
discharged it is time to begin stock-taking, to 
look for errors of omission and commission, to 
correct mistakes. 


Proper Relation Between Income and Expense 


Some hospital administrators regard them- 
selves primarily as business men or glorified hotel 
managers. Hospital administrators of this type 
have often come to me to ask for assistance in 
promoting their careers, and have presented as 
evidence of administrative ability a hospital re- 
port showing a balanced budget. A balanced hos- 
pital budget may be something to be proud of or 
it may be a callous testimonial of unfelt shame. 
If a balanced budget has been attained through 
the heartless sacrifice of adequate medical care, 
if it has been effected by disregarding the pa- 
tients’ best interests, it is worse than an unbal- 
anced budget unavoidably resulting from an 
honest effort to supply genuine needs. On the 
other hand, if the budget of the hospital has been 
unbalanced through the misappropriation or the 
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careless administration of hospital funds, the lack 
of balance is indefensible. There must be a proper 
relation between income and expense if the ad- 
ministrator is to succeed as an administrator, but 
his first duty is to consider the service that is 
needed. The hospital administrator who admin- 
isters his hospital in the best interests of the 
patient, the administrator who can demonstrate 
that in both quantity and quality of service his 
hospital is beyond reproach, may well take pride 
in his achievement. 


Adaptation of Hospital to Patients 


Our primary function, I repeat, is to adapt the 
hospital to its patients, and there are two kinds of 
adaptation to be considered, social-economic and 
medical. Believing that rich and poor alike should 
have adequate medical attention, we have devel- 
oped two types of hospitals to care for them, 
namely, the voluntary hospital and the municipal 
hospital. 


Government hospital service tends to increase 
abnormally because of existing economic condi- 
tions. Government hospitals are expanding at an 
unprecedented rate. I would like to see this ten- 
dency checked by the vigorous use of every avail- 
able means for preserving and developing volun- 
tary hospitals. The compassion that is in the 
hearts of all rich men, if we can get to them, will 
do much to further this end and we must not 
concede that the era of giving to hospitals has 
passed. Association with a voluntary hospital 
should be made a matter of pride. We should do 
all in our power to administer our hospitals in 
the most efficient way; if voluntary hospitals can 
keep alive the traditional belief in the superior 
quality of their service, the public will not permit 
them to languish. 


Voluntary hospitals report quite generally a 
state of financial decline due to diminishing in- 
come from paying patients and from donations 
for the maintenance of free beds. I believe that 
the tendency toward financial decline can be 
checked by a revival of interest and faith, and 
actually reversed by the more active exploitation 
of group insurance plans. Group hospitalization, 
if fully expanded, will enable many millions col- 
lectively to pay hospital bills which they cannot 
pay individually; group hospitalization should 
therefore aid in the preservation of the voluntary 
hospital by stabilizing its finances. It merits your 
best thought and effort. It has, I believe, a bril- 
liant future. 


Official Standards 


To the layman it might appear that when a 


November, 1938 


reputable professional organization lays down a 
set of standards for the guidance of medical ad- 
ministrators, the last word concerning hospital 
efficiency has been spoken. But such official 
standards, while helpful are only guides for 
proper administration; the real work of the re- 
sourceful administrator lies beyond and above the 
plane of standardization. The definitions that 
standardizers use are derivative, they are deduced 
from a reasonable average of professional and. 
administrative practice, and they are overshad- 
owed by the outstanding attainments of hospital 
leaders. Standardization is based on past per- 
formance, not on the hopes and ideals of the fu- 
ture. As medical science progresses, new hospital 
needs are revealed, and official standards auto- 
matically drop below the level of achievement for 
which the progressive administrator strives. The 
number of current articles advocating advanced 
administration is reassuring evidence of the large 
amount of critical study that is going into hos- 
pital administration today. It is to the credit of 
the College that in the vast current literary out- 
put on hospital topics, the contributions of its 
members hold a conspicuous place. 


Educational Expansion 


One of the functions of the hospital is educa- 
tion, but education is not to be considered the 
function of the university hospital. alone. The 
university hospital is concerned with a special- 
ized type of education. In the hospital of the 
future, education will be a pervasive principle, 
not a restricted incidental function, and its influ- 
ence will be felt by intern, nurse, dietitian, 
technician, social worker, and administrative 
assistant. 


It may be assumed that, through registration, 
classification, and standardization, the great na- 
tional medical organizations, the American Med- 
ical Association and the American College of Sur- 
geons, will continue to enlighten hospitals con- 
cerning fundamental professional needs. Three 
other great institutions are available for our use 
today: First, the hospital itself, our workshop and 
administrative laboratory, the principal source 
of our ideas, an inexhaustible field for observa- 
tion and study; second, the American Hospital 
Association, a great forum for the exchange of 
institutional experiences; and third, your own 
American College of Hospital Administrators, 
prepared to contribute to the moral and mental 
health and the welfare of its members, to help 
them keep their sacred pledge to society, to en- 
courage them to strive for their own better edu- 
cation, and thus to perfect the service of the hos- 
pital to the sick. 
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Government through the Public Health 
Service and the Children’s Bureau has been 
working out with the states, through day by day 
experience, practical methods of Federal and state 
cooperation in generalized health services and 
services for promoting the health of mothers and 
children. The absence of opposition when these 
parts of the Social Security Act were under con- 
sideration in Congress, the prompt acceptance of 
the opportunity of cooperating under these pro- 
grams by all the States, Alaska, Hawaii, and the 
District of Columbia,’ and the very wide measure 
of approval and support which they have received, 
indicate that their development was in response 
to general recognition of need and took forms 
which proved to present no insuperable admin- 
istrative difficulties. Earlier experience of the 
Public Health Service and the Children’s Bureau 
in cooperating with the states under more limited 
programs, and extensive demonstrations in state 
and local areas with reference to certain features 
of the services authorized by the Social Security 
Act, made it possible to progress with reasonable 
speed. 


LJ cove the Social Security Act the Federal 


One of the greatest contributions made in 
nearly three years of Federal and state coopera- 
tion in health services has been that knowledge 
of the needs for service of various kinds and the 
distribution of resources to meet those needs has 
been greatly enriched. Moreover, certain princi- 
ples of administration have been worked out 
which together with other experience, for exam- 
ple, under emergency medical care programs con- 
nected with relief administration, have made it 
possible to project into the future the lines of 
advance toward a comprehensive program for the 
health of the people of the Nation. Such an out- 
iine in general terms was presented to the Na- 
tional Health Conference in Washington last July 
and has been under continuing consideration and 
discussion since that time. 


History of Health Services 
In reviewing the history of health services, it 


‘All these Governmental units are cooperating in general pub- 


lic health and maternal and child health services, and all except 
one in services for crippled children. 
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Dallas, Texas, September 28, 1938 


18 


Relation of Hospital Service to Programs of Health 


and Medical Care for Mothers and Children 


KATHARINE F. LENROOT, Ph.D. 


The Author 
@ Katharine F. Lenroot is Chief of the Chil- 
dren’s Bureau, U. S. Department of Labor, 


Washington, D. C. 











is significant to note that hospitals developed long 
before there was any conception of a general pub- 
lic-health movement or of community planning 
for health care and medical service. Organized to 
treat cases of acute or chronic illness, they repre- 
sented in this country, as in other countries, in 
their early history an expression of charitable im- 
pulse or a device by which Government provided 
care for those whose disabilities made it neces- 
sary to remove them temporarily or permanently 
from life in the community. Even in recent times 
they have not been established, except in rare 
instances, in relation to any general plan for com- 
munity health service, or even for that branch 
of health service which hospital care represents. 
In spite of these handicaps they have exercised 
wide influence in the community. They have be- 
come centers for the training of medical and nurs- 
ing personnel, furnished diagnostic and labora- 
tory facilities for general practitioners and spe- 
cialists engaged in community practice, provided 
in-patient and out-patient care, originated the 
profession of medical social work, and served to 
focus attention on health programs and to dem- 
onstrate some of the component parts of good 
medical care. 


With technological advances in medical prac- 
tice involving expensive equipment for diagnosis 
and treatment, with increasing specialization in 
practice, and with the tendency toward small 
home and apartment living, hospitals have come 
to occupy an increasingly important place in the 
total health program. On the other hand, the de- 
velopment of such community services as public 
health nursing and social work has made home 
care more possible in many instances and fur- 
nished a connecting link between the hospital and 
the home. With increasing correlation of preven- 
tive and curative health service has come new 
recognition of the interrelationships between hos- 
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pitals and other facilities for serving the health 
needs of the community. 


Contribution of the Hospital to the Community 
Health Program 


If we envisage the contributions of the hospital 
to a community health program as including (1) a 
community center for health supervision, (2) a 
center for diagnostic and consultant service, (3) 
a place for care of illness and restoration to nor- 
mal physical and social functioning, and (4) a 
center providing certain kinds of professional 
training, we find that the distribution and char- 
acteristics of hospitals in the United States in- 
volve great inequalities in the extent to which 
they are able to render these services to all in 
need of them. The report of the Technical Com- 
mittee on Medical Care of the Inter-departmental 
Committee to Coordinate Health and Welfare Ac- 
tivities showed ineffective distribution and, in 
certain cases, complete lack of hospital facilities. 
Such inadequacies have been found to be espe- 
cially important and severe in rural and econom- 
ically underprivileged areas. In fact, the report 
on hospital facilities presented to the National 
Health Conference by Dr. Joseph W. Mountin 
of the United States Public Health Service states 
that the general hospital is predominantly an in- 
stitution of population centers, and that general 
hospital service is not available to a very large 
segment of the population, either through faulty 
location of the hospital or because the potential 
patient is unable to purchase service. General 
out-patient departments, it is pointed out in the 
report, are institutions peculiar to large cities. 


The report submitted to the National Health 
Conference recommended expansion of general 
and special hospital facilities through Federal 
grants-in-aid for the construction of needed hos- 
pitals and similar facilities, and special grants on 
a diminishing basis toward defraying the operat- 
ing costs of new institutions in the first three 
years of their existence. It also recommended the 
payment of necessary hospital costs in general or 
special programs of medical care for persons 
otherwise unable to procure such care. It was 
stated that the use of non-governmental hospital 
beds for medically needy persons, paid for on a 
proper basis by public funds, was presumed as 
part of the program of medical care for the needy 
wherever local conditions render this policy neces- 
sary or expedient. 


Hospitals as Health Centers 


Such inclusion of hospital care in proposed med- 
ical care programs, and emphasis given in the re- 
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port of the Interdepartmental Committee on the 
function of the hospital as a health center, make 
it necessary to consider very carefully: (1) The 
relation of the hospital, or in rural areas, the 
small diagnostic center, to general or specialized 
community programs for the promotion of health 
and the care of illness; (2) administrative rela- 
tionships between hospitals and Governmental 
agencies responsible for the administration of 
health and medical care programs; (3) hospital 
standards to be required of those participating in 
Governmental programs; and (4) method of de- 
termining and distributing hospital costs. Ex- 
perience in the administration of Title V, parts 1 
and 2, of the Social Security Act, gives some clues 
which may be of value in projecting more compre- 
hensive programs for meeting the health needs of 
the people. 


Maternal and Child Health 


Funds under the present program of Federal 
aid to the states for maternal and child health are 
too limited to warrant the inclusion of hospital 
care in state programs, in view of the urgent 
need for basic community services, such as public 
health nursing, medical supervision during the 
ante-natal and post-natal periods, and health su- 
pervision of infants and children. The maternal 
and child-health program, with its emphasis on 
health supervision and health education, has de- 
veloped in the community instead of within hos- 
pital walls. It is intended primarily for people 
outside large urban centers. On the basis of 
state-wide or regional planning by the official 
state health agencies, certain services in fields 
bearing some relation to functions frequently per- 
formed in hospitals are being developed—for ex- 
ample, obstetric and pediatric consultation service 
to aid general practitioners in cases where such 
consultation service is not otherwise available; 
postgraduate courses; prenatal and child-health 
clinics and conferences. 


As the outlines of a well-rounded program of 
health service become clear the need for making 
available adequate hospital facilities for maternal 
and child care, and the present great inequalities 
in the distribution of such facilities, become evi- 
dent. For example, in 1936, 71 per cent of the 
births in urban areas occurred in hospitals, but 
only 14 per cent of those in rural areas. Many 
thousands of births occur annually in families 
which live many miles from a hospital, often 
with transportation facilities that make it im- 
practicable to take the mother to a hospital in an 
emergency. 
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ixpansion of the Federal-State Cooperative 
Program 


Recommendations made to the National Health 
Conference on the basis of these facts and facts 
regarding the needs of children for medical care, 
called for expansion of the existing Federal-State 
cooperative program under title V, part 1, of the 
Social Security Act, along the following lines: 


“1 Expansion of facilities for conservation of 
health of mothers and their newborn in- 
fants should provide for— 

Medical care of mothers and their new- 
born infants throughout the period of ma- 
ternity and the neonatal period, including 
care of the mothers at delivery in the 
home or in hospital, and of their newborn 
infants, by qualified local physicians with 
the aid of specialized consultants, assisted 
by nurses trained in obstetric nursing 
procedure. 

Facilities for expert diagnosis and care in 
diagnostic or consultation centers and in 
the home. 

Hospital care as necessary for medical, 
social or economic reasons. 


“2 Expansion of facilities for the conservation 
of the health of children should provide 
for— 

Health supervision, medical care, and, 
when necessary, hospitalization of older 
infants and children—the health supervi- 
sion and medical care to be provided by 
qualified local physicians with the aid of 
specialized consultants in local consulta- 
tion or diagnostic centers, or elsewhere 
when the ill child cannot be brought to 
the center. 


“3 Increased opportunity for postgraduate 
training of professional personnel—medical, 
nursing, and medical-social. . . .” 


The need for extension of hospital facilities for 
maternal care is illustrated by the situation con- 
fronting many physicians practicing obstetrics, 
who encounter so frequently lack of resources 
for prolonged hospital care of expectant mothers 
when diagnosis of toxemia or other complication 
requiring observation or intensive supervision has 
been made. Moreover, special facilities for the 
feeding and care of premature infants are lacking 
in most areas. 


Experience shows that the extension of hospi- 
tal facilities for maternity patients is justifiable 
only when high standards of medical and nursing 


20 





care for mothers and newborn infants, consulta- 
tion service and hospital administration are as- 
sured; safeguards are developed against the dan- 
ger of infection, and against the use of hospital 
facilities for operative procedures by unqualified 
persons or without adequate consultant service; 
and reasonable provision is made for costs of 
maintenance and operation. Similar considera- 
tions apply to the extension of hospital facilities 
for children. 


Transportation facilities, and the relative cost 
and efficiency of hospital versus other forms of 
care, including medical and nursing service in the 
home and care in convalescent homes or institu- 
tions, must also be considered in the development 
of comprehensive state-wide programs of medical 
care for mothers and children. Provision for med- 
ical care should include home care; diagnostic and 
health consultation centers for sparsely settled 
areas; county, regional, and state hospitals pro- 
gressively equipped to render increasingly com- 
prehensive diagnostic and treatment service, and 
the necessary ambulance service for transporting 
patients to hospital or removing them from one 
type of care to another. Provision for assistance 
in managing the home and caring for the children 
while the mother is in the hospital is necessary in 
many cases. 


Agencies administering medical care programs 
must be given adequate authority and staff to 
deal with admission procedures, standards of care 
that may be developed with the aid of profes- 
sional advisory groups, and administrative rela- 
tionships between hospital and other community 
health and welfare services. It is essential that 
provision be made for qualified social work staff, 
to serve both in determining economic and social 
need and in helping to plan for the individual 
needing care in the light of his own situation and 
family circumstances. The medical social worker 
as a member of the staff of the official agency ad- 
ministering services for crippled children has 
fully demonstrated the value of her contribution. 
She will be needed in other programs of medical 
care for children and of maternal care. 


Services to Crippled Children 


The crippled children’s program bears a much 
more direct relation to hospital problems. State 
programs of services to crippled children provided 
prior to the passage of the Social Security Act, 
unlike the maternal and child health programs, 
have often centered in or been largely confined to 
surgical and hospital service—frequently in one 
or a few centers in the state. The problem was 
to assist such states in broadening their pro- 
grams and to assist other states in developing a 
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program which includes adequate provision for 
location, registration, diagnosis, and after-care of 
crippled children; utilizes hospitals meeting cer- 
tain standards and located as near as possible to 
the homes of the children; and brings hospital 
services into close relationship with other aspects 
of the program, and with other community pro- 
grams, particularly those relating to public health 
nursing and public welfare. All the problems dealt 
with in the report of the joint committee of the 
American Hospital Association and the American 
Public Welfare Association on hospital care for 
the needy have confronted the state agencies and 
the Children’s Bureau in the administration of 
Title V, part 2, of the Social Security Act. 


Plans for the fiscal year 1939 show a total of 
$2,219,113.30 budgeted for hospital care of crip- 
pled children from Federal, state, or local funds, 
representing 40.5 per cent of the total funds 
budgeted. 


Summary of state plans for the fiscal year end- 
ing June 30, 1939, shows 592 hospitals approved 
by state agencies for the care of crippled children. 
Of these, 87 are public hospitals and 505 are pri- 
vate hospitals. 


In two states—Iowa and Wisconsin—only pub- 
lic hospitals administered by a state agency are 
used, and the major part of such service is ren- 
dered by a state hospital in four other states— 
Minnesota, Nebraska, Indiana, and New Mexico. 


In 12 states only private hospitals are used— 
Colorado, Connecticut, Idaho, Kentucky, Maine, 
Mississippi, Montana, New Hampshire, North Da- 
kota, South Dakota, Vermont, and Washington. 
Outstanding examples of states with decentralized 
hospital service are: Arkansas, California, Kan- 
sas, Kentucky, Michigan, New Jersey, Ohio, Ten- 
nessee, Texas, and West Virginia. 


Minimum Standards for Hospital Care for 
Crippled Children 


In developing plans for hospital care for crip- 
pled children, the first question confronting a state 
agency relates to the standards which should be 
required of hospitals approved fur use under the 
program. The Children’s Bureau’s Advisory Com- 
mittee on Services to Crippled Children has 
adopted a statement of what should be considered 
minimum standards of hospital care of crippled 
children as follows: 


(a) A hospital used for services for children 
suffering from orthopedic conditions should 
have on its staff a physician who is certi- 
fied by the American Board of Orthopedic 
Surgery or is eligible for such certification. 
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(b) Such a hospital should have on the staff 
of its in-patient or out-patient department 
at least one physical therapist. All phys- 
ical therapists employed should be regis- 
tered by the American Registry of Phys- 
ical Therapy Technicians or eligible for 
such registration. The physical therapists 
should be responsible to the surgeon in 
charge. 


(c) Such a hospital should have on its staff at 
least one qualified nurse with experience in 
pediatric and orthopedic nursing. 


(d) A hospital used for services for crippled 
children should conform at least with the 
minimum standards established by the 
American College of Surgeons. 


(e) Such a hospital should employ on its staff 
at least one qualified medical social worker. 


(f) Physical-therapy equipment should include 
a room equipped with at least an exercise 
table and some form of radiant heat. 


Application of Standards 


Analysis of statements in the plans for the 
fiscal year ending June 30, 1939, shows that prog- 
ress is being made in the application of these 
standards. 


The law requires the plan of services for crip- 
pled children to be administered or supervised by 
an official state agency. In planning for the use 
of both public and private hospitals it has been 
necessary to safeguard the control of the state 
administrative agency with reference to general 
policies, particularly with reference to the admis- 
sion and discharge of children to the service, while 
at the same time preserving the full liberty of the 
professional staff of approved hospitals with ref- 
erence to medical and surgical care. Authoriza- 
tion of hospital care by the state agency or under 
the supervision of the state agency is one element 
in this relationship. It is essential that provision 
be made for progress reports and periodic review 
of the child’s needs and the possibilities of provid- 
ing for him through convalescent care or after- 
care in the home. 


Eligibility Requirements 


Increasingly effective methods for locating 
crippled children have been put into operation by 
state agencies, through the use of epidemiological 
reports and birth certificates. The states have 
gradually raised age limits in their eligibility re- 
quirements, and there is evidence of a tendency 
to liberalize requirements as to economic eligibil- 
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ity. Such eligibility should be determined by the 
cost of the care needed by each individual child 
and the ability of the family to provide such care, 
taking into consideration the many factors enter- 
ing into the family budget and the existing finan- 
cial obligations which the family may have to 
meet. Diagnostic services, including in addition 
to orthopedic surgeons, specialists in many fields, 
have been extended, so that it is increasingly pos- 
sible to determine accurately the need for medical 
and surgical care. 


Studies of intake and discharge policies and 
procedures have been made by the Children’s Bu- 
reau in 12 states, in order to obtain information 
that will be helpful to the states in administering 
the crippled children’s program. Perhaps in no 
other type of service for children is there such 
need for correlation of all services affecting the 
program as in work for crippled children. 


Expanded Facilities for Convalescent Care 


Need for greatly expanded facilities for con- 
valescent care, either in convalescent homes or 
boarding homes, has been conclusively shown by 
the studies and by general experience. After-care 
services for the crippled child in his own home 
or in a convalescent or boarding home, through 
physicians, public-health nurses, physical-therapy 
technicians and social workers, constitute a phase 
of the program which has been almost entirely 
lacking in many states, but which is recognized 
now as of very great importance if the duration 
and cost of hospital care are to be kept at a mini- 
mum and the benefits provided are not to be neu- 
tralized and in many instances lost through lack 
of understanding of the child’s needs by the par- 
ents and other adverse conditions in the home. 
Studies of the duration of hospital care in terms 
of medical and social needs and resources would be 
of great assistance in program planning. The im- 
portance of the medical social worker in the crip- 
pled children’s program as a person who can help 
to mobilize the resources of the state and com- 
munity for health and social service both before 
and after hospitalization, is being stressed in- 
creasingly in the development of state programs. 





The problem of hospital charges is one that has 
received earnest consideration in the Children’s 
Bureau and the state agencies, and by Federal 
and state advisory committees. Compensation on 
the basis of flat per diem rates to include all es- 
sential services with the exception of professional 
fees and appliances, is provided, or a plan for such 
compensation is being developed, in 22 states, as 
shown by 1939 plans. This is in accordance with 
the recommendations of the Children’s Bureau 
Advisory Committee. 


The Children’s Bureau and the cooperating 
state agencies look to the American Hospital As- 
sociation and the American Public Welfare Asso- 
ciation for further encouragement of uniform 
accounting procedures as a basis for determina- 
tion of hospital costs on an equitable basis. 


Coordination of Health Services 


The National Health Conference served to bring 
into bold relief the need for a national health pro- 
gram in which preventive health services, med- 
ical and nursing services in the home, and hos- 
pital care would be coordinated so as to insure for 
each individual in need of care a continuing pro- 
gram during the period of need. In the develop- 
ment of such a program it is inevitable that public 
funds must be administered by responsible public 
authorities and that expansion of hospital facili- 
ties will occur chiefly in the field of public hospital 
care. All of the resources of the country, however, 
both public and private, equipped to give adequate 
care will need to be utilized. The program must 
take into account variations in need in different 
parts of the country and must give recognition to 
the importance of conserving the values that have 
been deeply rooted throughout the years in the 
organization of professional services and the 
growth of local and voluntary health facilities. 
The hospitals have a vital part to play in this 
program, and the American Hospital Association 
has a great opportunity for leadership and states- 
man-like planning in cooperation with all the other 
groups in the Nation in a position to forward our 
objective, namely that of maximum health for 
the American people. 
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Nursing Problems and Their Solution 






SISTER ANTONIA, R.N. 


ing preblems of today, may I ask you to 

take a mental trip with me and review the 
history of nursing since its advent into the 
United States of America. We shall see what a 
stormy career it has had, and as we visualize the 
many and difficult problems with which it was 
confronted, we shall reanimate our courage and 
with renewed effort continue the struggle for the 
betterment of this noble profession. We are well 
aware of the fact that if we do not advance we 
must assuredly go backward, for in this life it is 
impossible to stand still. 


B ine o» entering into a discussion of nurs- 


A little more than seventy years ago we find 
nursing in America, in its infancy, and conditions 
in the hospitals about as bad as those which for- 
merly existed in Europe. The nurses, if we may 
give them that title, were recruited from the 
lowest classes. The care of the sick was not their 
responsibility, only a way of making a livelihood 
and a poor one at that, with long working hours, 
no supervision, scant pay, and if complaints were 
made they were never investigated so indif- 
ferent were those in authority. There was prac- 
tically no night nursing. ; 





Many efforts had been made to train nurses but 
it invariably met with little success and it was 
not until 1869 that the medical profession in the 
United States went on record as favoring nurse 
training. 


America’s “First Nurse” 


It was shortly after the close of the Civil War 
that we became acquainted with a_ valiant 
woman, full of zeal and inspired to assist her 
less fortunate neighbor in time of sickness— 
known to all by the appellation of America’s 
“First Nurse.” However, regardless of Linda 
Richard’s heroic efforts, she met with opposi- 
tion and her school was discredited by the med- 
ical staff. But she struggled on and in time she 
overcame their prejudice by taking care of the 
sickest patients herself; demonstrating the dif- 
ference between the trained and untrained nurse. 
By these means she finally attained recognition 
and within a short time doctors began to approve 
her school—they found that they were getting 
better results than ever before and that they could 
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attempt things which heretofore seemed impos- 
possible. 


This great leader was not satisfied however, 
with the training her students were getting—as 
the course was just one year and consisted prin- 
cipally of practical work, with a few lectures and 
limited text-book instruction—so she tried to im- 
prove its methods and had the gratification of 
seeing better nursing care develop. So we see 
down through the years nurse leaders making ef- 
forts to improve the care of the sick and to in- 
terest young women—who were willing to make 
sacrifices—to continue this noble work. How- 
ever, it was many years before there was much 
improvement from an educational standpoint. 


Early Suggestions for a School For Nurse 
Training 


It is worthy to note as far back as 1872, we find 
a committee of doctors investigating the prac- 
ticability of establishing a school for nurse train- 
ing in Connecticut and it is further amazing to 
observe that at this time these educators were 
farsighted enough to recommend that the nursing 
school should have its own separate organization 
and should not be established by the hospital; but 
that the hospital should provide the field work— 
thus implying that it should be recognized as an 
educational institution. Had this marvelous sug- 
gestion been put into execution, the greatest prob- 
lem which we are facing today in our schools of 
nursing would never have existed. While we 
realize, as long as we live there well be problems 
to face and be solved—but the financial problem 
is the greatest obstacle which we must overcome 
if we wish to place our schools of nursing on a 
real educational basis. 


And so the struggle continued. Nurses band 
together to form organizations, whereby the 
nurse might receive better training, and, as a re- 
sult of their efforts, State Board of Examiners 
came into being and began to function. Their 
work in the beginning was not easy, as all new 
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projects are fraught with obstacles, even from 
those who will receive the greatest benefit from 
them. 


Curriculum of the School of Nursing 


The Board saw under what difficulties the 
schools and hospitals were laboring, so through 
the League of Nursing Education efforts were 
made to prepare a curriculum, which had as its 
objectives: that it might aid all schools of nurs- 
ing to formulate organized lecture and class stud- 
ies; and that it might serve as a guide to train- 
ing schools desiring to establish good standards 
of nursing education. 


Superintendents welcomed this guide and made 
strenuous efforts to apply its contents to their 
schools of nursing, and, as a result, teaching in 
the schools greatly improved. Each hospital was 
desirous of having a good school but without a 
“financial budget” many hardships were encoun- 
tered, as medical science was progressing and 
more expensive equipment was demanded to car- 
ry out the highly technical procedures in the 
treatments and diagnoses. 


With the steady expansion into new and exact- 
ing fields of nursing, we find that the 1917 Cur- 
riculum had outgrown its usefulness and revision 
was necessary, so in 1927 we had at our disposal 
a complete revision or reorganization of teaching 
methods to meet the needs of the times. This in- 
volved the problem of rearrangement of lectures 
and classes, shorter working hours, better qual- 
ified instructors and supervisors, and better class- 
room equipment. The nurse educators made 
strenuous efforts to meet the changing plans and 
at the same time the hospitals encountered many 
hardships in defraying the additional financial 
expense. . . . And then what happened? 


We find ourselves in the midst of an economic 
crisis—hospital administrators and nurse super- 
intendents realized this sad situation, many de- 
partments in the hospital had to be closed. While 
the hospital authorities tried to assist their staff, 
they could accomplish little without funds. So 
many of the nursing personnel were disbanded, 
and a surplus of nurses resulted. But as real 
nurses are known by their courageous spirit, they 
met the situation bravely; and as the darkest hour 
is before the dawn, a ray of hope appears and we 
find them using their enforced leisure time in 
taking up studies which will prepare them to en- 
ter the many new fields of nursing which are bud- 
ding into existence. 


Our Dream of an Ideal School 


The depression taught us one thing, that no 
matter what the economic condition hospitals 
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must carry on, and we find ourselves desiring to 
improve our schools and to give more adequate 
training to our students, that they may be better 
prepared to meet their nursing responsibilities. 
So we welcome with open arms the New Cur- 
riculum Guide, which is a masterpiece in its con- 
tent. As we pursue its illuminating pages we 
dream of the coordination of its theory and the 
practical application of it to the sick, and visual- 
ize an ideal nursing school and the admirable care 
which will be given by our nurses, in the hospi- 
tals as elsewhere. At present, our greatest need 
is funds to carry on the good work. 


So after this preamble, let me come to the point. 
Nursing problems as we view them today are not 
confined to certain groups in any one locality but 
affect every nursing organization. So with this 
thought uppermost in my mind I decided to seek 
information from persons who represented the 
various phases of nursing throughout the coun- 
try. Namely, the educational directors of each 
state or the State Board of Nurse Examiners, the 
following questionaire was formulated: 


1 What are the greatest problems in schools of 
nursing today? 


2 Is the nurse of today a more inferior prod- 
uct than the nurse of ten years ago? 


(The latter statement was made a short time 
ago by a member of the medical profession, and 
left an unpleasant feeling in the minds of the 
nurse educators who heard it.) 


The response to the questionaire was very 
prompt as well as gratifying, and when—analyzed 
showed great similarity of thought, as you may 
judge as they are presented to you. 


Problems Involving the Student 


1 Economic—(The financial support to edu- 
cate the student) 


2 Immaturity of the entrants to our schools 
of nursing today— 
(May be due to graduating from high school 
at an earlier age than formerly, therefore 
they are emotionally unstable and unable to 
make the necessary adjustment.) 


3 Unwise selection of prospective students— 
(This might in some measure be overcome 
if we could have the correct information of 
the home and social environment of the ap- 
plicants. May be due to the lack of real 
spiritual training—real nursing comes from 
the heart.) 


4 Failure to assume the necessary respon- 
sibilities in nursing field— 
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(This may be due to those in authority who 
do not or are not interested to show by ex- 
ample how to shoulder responsibility.) 


Educational background inadequate to meet 
the nursing studies— 

(The High School is not uniform in its 
teaching and method of accurately grading 
the students. ) 


Crowded curriculum, unable to give a well 
balanced educational program, with suf- 
ficient time for laboratory work— 


(The student should have a preparation in 
nursing subjects, then there could be proper 
coordination between classroom and ward 
teaching schedules. ) 


Increased desire for social activities, due to 
trend of the times— 


(This might be overcome if the schools could 
afford an educational director who would be 
able to direct the extra-curricular activities 
into proper channels.) 


Subsidiary worker may be an obsctacle—as 
so many of the routine tasks, the doing of 
which is essential to the comfort of the pa- 
tients are being turned over to the sub- 
sidiary group; the danger of this is, that 
eventually the student may come to consider 
them as non-profit duties— 

(To avoid this disaster, supervisors must 
be alert to teach the student that it is gen- 
erally the little things which contribute the 
greatest comfort in the care of the sick.) 


Prospective students do not have the finan- 
cial support to defray any additional cost of 
nursing education— 

(Funds to supply this necessity—is the only 
answer to this problem.) 


Women entering the field of nursing—who 
are not physically, mentally, morally or psy- 
chologically fitted and are retained and 
graduated— 

(This would often be avoided, if we did not 
have to depend upon human judgement 
mingled with prejudice as to elimination of 
such students—the unfitness is not always 
apparent in the early part of student train- 
ing.) 


Insufficient time to give adequate nursing 
care— 

(The hospital should have sufficient finan- 
cial support so as to be able to provide grad- 
uate nursing staff so that they would not 
have to depend upon student nursing care.) 
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Problems Involving Graduate Staff 


Economic—(To provide capable supervisors 
in the various departments, and to choose 
those who are best prepared and most in- 
terested.) 


Having sufficient well trained instructors so 
that the educational program can be carried 
on efficiently. 


Lack of time to prepare the subject for 
teaching— (Answered above.) 


Friction among the graduate staff .. . es- 
pecially the graduates who did not receive 
their nursing education in the hospital in 
which they are holding a position— 


(Better selection and choose those who have 
had preparation from reputable hospitals.) 


Frequent changing of graduate staff— 

(Try to establish a proper relationship be- 
tween the members of the administrative 
staff and graduate staff by conferences etc. 
in other words try to get an insight into 
each others problems and be sympathetic.) 


Shortage of Nurses— 


(If the hospitals would put forth the effort 
to make positions attractive both from a 
cultural and financial aspect, the graduates 
in most cases would be only too happy to re- 
main; it is very expensive both for the 
hospital and the graduate to make frequent 
changes. Then too, they are often asked to 
assume duties which are not pertaining to 
nursing at all, and are not of a professional 
nature. ) 


Finally—Is the nurse of today an inferior pro- 


duct as a whole, more than the nurse of ten 
years ago? 

(All answers to this question stated that 
this was not true. . . . If education means 
that those who participate in it are socially 
adequate; for we all know that the educa- 
tional requirements in the schools of nursing 
have been raised considerably during the 
last ten years, the statement is inconsistent, 
it does not seem reasonable to think it is 
true.) 


Thoughts on Why the States Should Provide 


Financial Aid for Schools of Nursing 


1 It has probably never occurred to the ad- 


ministrators in authority throughout the 
states that the education of nurses should 
be assumed by an educational institution 
rather than being a service institution in 
the hospital. The public at large are ever 


25 





ready to criticize’ the system of nurse train- 
ing but what have they ever done construc- 
tively, to improve it? 


2 To quote from a report given some years 
ago by Dr. Henry S. Pritchett, who wisely 
states that “medical training is an educa- 
tional matter rather .than a professional 
problem.” He further states that ‘“Profes- 
sional education in this country has suffered 
because of the notion that to train a man for 
his profession, one must have the viewpoint 
of the practitioner only, and not the view- 
point of the teacher as well.” 


3 We all know that the basic principle under- 
lying any program of public financial sup- 
port is, whatever is for the good of the 
people as a whole and should likewise be 
supported by the people as a whole. In this 
respect we know that the chief motive for 
state participation in education is the de- 
sire of sociey to secure the safety of the 
social group. 


4 The nurse has a public duty. Society de- 
mands much more of nurses today than ever 
before, simply being able to carry out rou- 
tine procedures and physician’s orders is not 
sufficient; she must understand how to care 
for the patient as a whole, both mentally and 
physically. The nurse shares with the phy- 
sician the responsibility to care for the sick, 
to cure disease, to prevent suffering and to 
promote a high standard of health, both in 
individual and in community life. Her ul- 
timate objective must be to make life safer, 
happier, and more useful for all members of 
the community. 


5 Finally, in analyzing the reasons why nurs- 
ing education merits state support let us 
here summarize her obligations in full: 


She must possess the necessary technical 
skills for the various highly specialized 
treatments. 


She must have knowledge valuable for the 
public safety; under this aspect may be 
mentioned the knowledge of bacteriolog- 
ical laws and the procedures necessary to 
protect the public against the spread of 
communicable diseases. 


She must be prepared to perform nursing 
service in urban and rural communities, 
clinics, and dispensaries of public health 
nursing associations. 

She must render first-aid in the depart- 
ments of any public institution. 

And more important than any other ser- 
vice, though it is mentioned last, is, the 
actual nursing care given to all types of 
patients and for any disease. 


6 Permit me to make a just comparison—the 
nurse resembles the soldier who never fails 
to hear the call of duty to his country, and 
they are just as willing to risk their lives, 
not only in time of war, but in epidemic or 
disaster; working long hours without re- 
ward or special recognition—as the pages 
of history show to their eternal credit. Thus 
considering the nursing service from every 
angle, the members of the nursing profes- 
sion stand as an evidence why the state 
should develop and support schools of nurs- 
ing which give the students a preparation 
adequate to meet the social needs. 


7 In the past both hospitals and schools of 
nursing have hidden their light under a 
bushel, but now is the auspicious time to 
present it in its true colors for public in- 
spection. 


In conclusion, let us hope that our chief finan- 
cial executives of this great democracy will realize 
their obligations and give to nursing education its 
just financial support. 
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How little we pay our way in life! Although 
we have our purses continually in our hand, the 
better part of service goes still unrewarded. But 
I like to fancy that a grateful spirit gives as good 
as it gets.—Stevenson 


26 


Duty is a power which rises with us in the 
morning, and goes to rest with us at night. It is 
the shadow that cleaves to us, go where we will, 
and which leaves us only when we leave the light 
of life—Gladstone 
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~ Rural Hospital Needs 






V. M. HOGE, M.D. 


States today? This is a question frequently 

asked. The testimony of farm organizations is 
to the effect that there is such a problem. If 
there is a rural hospital problem, what is its na- 
ture and extent, where does it lie and how is it 
reflected in the amount of hospital care received 
by the people of rural communities? In an at- 
tempt to shed some light on these very complex 
problems, an analysis was made of the general 
hospital facilities and their use in 1,340 counties 
scattered throughout the United States. Most of 
these counties were rural in character and all 
were 50 miles or more from any important hos- 
pital center. 


l THERE a rural hospital problem in the United 


There are 3,074 counties in the continental 
United States. About 166 of these have popula- 
tions in excess of 100,000.. These counties are 
practically entirely urban in character and in the 
main are the counties most abundantly supplied 
with hospital facilities. In the remaining 2,908 
counties, the facilities for hospital care range all 
the way from abundant to nothing at all. About 
1,338 counties are of the latter type, having no 
general hospital appearing on the registered pub- 
lished list of the American Medical Association. 
These are, for the most part, the low population 
counties lying in the most rural sections of the 
country. Falling in between the small group of 
large population counties with extensive hospital 
facilities and the larger group of low population 
counties with no recognized hospital facilities, are 
the remaining 1,570 counties which are generally 
intermediate in population and which have some 
type of general hospital. The hospitals in these 
counties range in size all the way from the very 
small to the quite large, a considerable number of 
counties having institutions of only 10 or 15 beds. 
Furthermore, a substantial proportion of these 
hospitals are proprietary and therefore not avail- 
able in any considerable degree to those who can- 
not pay for hospital care. The fact that so large a 
number of counties have no hospital and a great 
many more have only the most meager facilities, 
is strongly suggestive that a great many people 





Presented at the American Hospital Association Convention, 
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1Alden B. Mills and Patsy Mills: ‘“‘The Need for More Hos- 
pitals in Rural Areas,” Modern Hospital, March, 1935. This 
study defined a “hospital center” as any city having 250 or more 
general hospital beds. In certain less populated states of the 
middle west and Pacific states the number was reduced to 200 
beds and in the Rocky Mountain area, 150 beds were considered 
as a hospital center. 
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may be receiving less than an adequate amount 
of hospital care by reason of scanty facilities 
alone. 


Estimating Community Need and Demand 
for Hospital Care 


The actual need for hospital beds will probably 
vary but little among rural communities through- 
out the country, but the extent of the need is 
difficult to determine. Practically all estimates 
of need have been based on the evidence of effec- 
tive demand, while between need and demand 
there may be little relation. While the need for 
hospital care may be fairly constant among rural 
communities, the demand will show all degrees of 
variation. Many factors affect the community 
demand for hospital care, chief of which appear 
to be presence of facilities, experience in the use 
of hospitals, both by the people and the local 
physicians, and the financial means with which to 
purchase hospital care. The last is undoubtedly 
the most important. Hospital beds are distributed 
today more in relation to ability to pay, than in 
relation to need. It has been shown that disease 
and disability increase with poverty, but we also 
know that where poverty is the greatest, hospital 
facilities are generally the fewest. 


It is well to give consideration to the general 
question, “How shall rural hospital needs be 
judged?” The mere presence of an institution col- 
loquially known as a hospital in a community or 
area does not necessarily imply that the hospital 
needs of that community are fulfilled. The num- 
ber of beds in the hospital in relation to the pop- 
ulation to be served is an essential factor and 
equally essential is the character of the hospital 
as to professional standards and as to its accessi- 
bility to people who cannot pay as well as to peo- 
ple who can pay for their hospital care. 


The distance from a hospital is also an element 
in its accessibility to a population. Distance must 
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be interpreted however in terms of topography, 
roads, and climate. A general statistical study 
can take account of the factors of population, 
number and type of hospital beds, and to a limited 
extent, the factor of distance. No general statis- 
tical study however should or can be regarded as 
sufficient to determine whether a particular local 
area needs a new hospital or an enlargement of 
existing facilities. Before such a practical ques- 
tion can be satisfactorily answered, any general 
statistical study should be supplemented by per- 
sonal local studies which include professional and 
financial considerations. 


Nevertheless, general statistical studies of the 
distribution of hospital facilities in relation to 
population are of value as an indication of hos- 
pita! needs for areas or sections of the country. 


For the purpose of this study, only those coun- 
ties 50 miles or more from a hospital center were 
selected.? It was considered that these counties 
were mainly dependent on their local hospital 
facilities and that the services rendered by the 
local hospitals constitutes the bulk of the services 
received by the people of these counties. The 
sample of 1,340 counties comprises all the coun- 
ties so situated and are designated as the study 
area. The number of facilities in these coun- 
ties, and the extent to which they are utilized, 
may be judged from the following analysis of 
these counties. 


Population figures are based on the census of 
1930, the last available on a county basis. Only 
registered general hospitals on the published list 
of the American Medical Association have been 
considered. Federal hospitals except those of the 
Indian Service, and all nervous and mental and 
tuberculosis hospitals have been omitted; likewise 
the group of hospitals known as “Related Institu- 
tions.”” Special hospitals other than nervous and 
mental and tuberculosis, i.e., childrens, maternity, 
etc., have been. considered as general hospitals. 


The Study Area 


The 1,340 counties comprising the study area 
constitute 43.6 per cent of all the counties of the 
United States and 58.8 per cent of the land area. 
The counties however are very unevenly distrib- 


°For the purpose of this report, the study area as a whole is 


considered as rural in that all the counties are 50 miles or more 
from any important hospital center. While there is some urban 
population in many of the counties, the area as a whole is pre- 
dominantly rural, 


°’North Atlantic Seaboard States: Maine, New Hampshire, Ver- 
mont, Massachusetts, Connecticut, Rhode Island, New York, 
New Jersey, Pennsylvania, Maryland, Delaware 

Southern States: Virginia, West Virginia, Kentucky, Tennes- 
see, North Carolina, South Carolina, Georgia, Florida, Alabama, 
Mississippi, Louisiana, Arkansas, Oklahoma, Texas 

Central States: Ohio, Indiana, Michigan, Wisconsin, Illinois, 
Missouri, Iowa, Minnesota, North Dakota, South Dakota, Ne- 
braska, Kansas 

Mountain States: Montana, Idaho, Wyoming, Colorado, Utah, 
Nevada, Arizona, New Mexico 

Pacific States: Washington, Oregon, California 
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uted among the five geographic regions, with few 
in the North Atlantic Seaboard States and many 
in the Southern and Central Sections.’ Less than 
half of all the 1,340 counties of the study area 
have local general hospitals. Six hundred seven 
counties have one or more hospitals and 733 have 
none. 


The People 


The 1930 census recorded over 122 million per- 
sons living in the continental United States. 
About 22 million of these live in the 1,340 counties 
of the study area, fourteen million in the 607 
hospital counties and eight million in the 733 
non-hospital counties. 


Total county population and population density 
appear to be most important factors influencing 
the distribution of hospitals, both being condi- 
tioned by the relative wealth of the community or 
geographic area. In the United States as a whole 
the average density of population is about 41 per- 
sons per square mile. In the study area it is only 
12 per square mile. A secondary concentration is 
noted in the hospital counties of the study area 
where there are 15 persons per square mile as 
against only 10 persons in the _ non-hospital 
counties. 


The total population also averages much great- 
er in the hospital counties than in the non-hospital 
counties. The former has an average population 
of 19,000 persons and the latter only 5,460. Of 
the 1,340 counties in the study area, 789 have less 
than 15,000 people. Only 27 per cent of this group 
have a local hospital. Five hundred fifty-one 
counties have more than 15,000 persons and over 
70 per cent of this group have one or more general 
hospitals. The percentage of counties having a 
hospital increases directly with the population 
and above 45,000 all counties in the study area 
have hospital facilities and except for the South- 
ern and Central States, all counties with a popula- 
tion above 25,000 were found to have a local 
general hospital. 


Hospital Facilities 


In the 607 hospital counties of the study area, 
there are 925 general hospitals with 36,739 beds. 
This is about 9 per cent of the general beds in 
the country exclusive of those in Federal hospi- 
tals, and they must serve over 18 per cent of the 
population. The rural hospitals in general tend 
to be small. Of the 925 institutions in the study 
area, 36.6 per cent have less than 25 beds and 
71.4 per cent have less than 50 beds, while the 
median size for the whole group is 32 beds. 


Considered from the standpoint of ownership or 
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control, the non-profit association hospital domi- 
nates in the rural areas as in the country gen- 
erally, constituting 42.7 per cent of the hospitals 
and 55 per cent of the beds. Numerically the 
proprietary hospitals are a more important group 
in the rural counties than in the country at large. 
Forty-two and five-tenths per cent of the hospi- 
tals of the study area are of private ownership 
although they contain only 27 per cent of the beds. 
Of the five geographic sections, the proprietary 
hospital is the most numerous in the Southern 
States. Of the 607 hospital counties in the study 
area, 216 have proprietary hospitals only and ex- 
actly half of these are in the Southern States. 
Governmental general hospitals appear to play a 
relatively unimportant part in the hospitalization 
of rural people. Only 15 per cent of the hospitals 
with 18 per cent of the beds in the study area are 
owned by governmental agencies. 


Ratio of Facilities to Population 


Considering the 22 million people in the study 
area as a whole, there are 1.6 beds per 1,000 per- 
sons. Looking at each of the five geographic 
regions separately it is found that two, the South- 
ern and Central States, average less than two beds 
per 1,000 in the rural counties. In each of the 
other three sections, the average is slightly more 
than two beds per 1,000, although the rural coun- 
ties as a group in certain individual states have 
less than two. On carrying the localization proc- 
ess further, it was found that 873 counties in the 
study area of 20 states have, when averaged state 
by state, less than two beds per 1,000 persons. 
The population of these 873 counties is over 
fifteen and one-half million persons. 


How Much Do Rural People Use Hospitals? 


A general picture may be had from (1) the 
_ number of hospital admissions from an area; (2) 
the number of hospital births; (3) the percentage 
occupancy; and (4) the hospital days’ service 
rendered per capita. If hospital admissions are 
taken as an index of service rendered, it is 
found that in the United States generally, 
there were 67 admissions to general hospitals, 
exclusive of federal, for every 1,000 persons, dur- 
ing 1937.* In the study area, there were only a lit- 
tle more than half this number. On comparing the 
rural rate with the rate prevailing in large cities, 
the difference is still more striking. After deduct- 
ing 20 per cent of the admissions to general hospi- 
tals in several large cities, as the average number 
of non-resident patients, the urban rate was still 
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found to be over 97 admissions per 1,000 or nearly 
three times the rural rate. As would be expected, 
the rural hospitalization rate shows extreme vari- 
ations in different parts of the country. It is 
lowest in the study area of the Southern States 
with only 23 admissions per 1,000 during the 
year, and highest in the Pacific States where the 
rate was over 71 persons per 1,000. 


The average percentage occupancy of general 
hospitals is notably less in rural than in urban 
communities. In all the general hospitals of the 
country in 1937, the average occupancy was 70 
per cent. In the rural hospitals of the study area 
the average occupancy was only 53 per cent. No 
extreme variations in occupancy rates were found 
among the five geographic regions. 


On the surface it appears paradoxical that 
scanty facilities and low occupancy rates should 
co-exist. However, several explanations present 
themselves. One is the high percentage of pro- 
prietary hospitals in rural areas. There are in the 
United States, 519 counties in which the only local’ 
hospital is a proprietary institution. As over 91 
per cent of the total income of this group of hos- 
pitals comes from fees from patients, their serv- 
ices to non-paying patients are naturally limited. 
And finally of course, there are relatively fewer 
people in the rural counties who are able to afford 
hospital care. 


The third index of hospital usage, the percent- 
age of births occurring in hospitals, remains low 
in the rural counties as would be expected. The 
great majority of rural babies are still born in the 
home. In the country at large, about 44 per cent 
of all registered births occur in hospitals. In the 
study area however, only 17 per cent of the regis- 
tered births were in hospitals. 


The most accurate index of quantity of service 
rendered is the per capita hospital patient-day. 
This index demonstrates even more conclusively 
the unequal distribution of hospital care between 
the rural and urban areas and among the five 
geographic sections of the country. In the coun- 
try at large during 1937, the per capita patient- 
days’ service rendered by the general hospitals 
was about 0.79 days. In seven widely distributed 
metropolitan centers, after deducting 20 per cent 
for non-resident patients, the rate was 1.34 days. 
In the study area the picture is vastly different. 
Here the average for the 1,340 rural counties was 
only 0.32 days per person or less than half the 
general average and less than one-fourth the city 
average. Among the five geographic sections the 
average ranged from a high of 0.78 days in the 
Pacific States to a low of 0.17 days in the Southern 
States. 
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The Rural Physician 


There are in the United States nearly 170,000 
physicians, or about one for each 760 persons. If 
these were evenly distributed the number would 
be adequate to meet the medical needs of all. But 
the distribution is not equitable at the present 
time. In the study area as a whole there are about 
1,125 persons for each physician and in only two 
geographical regions, the North Atlantic Seaboard 
and the Pacific States does the ratio fall below one 
to a thousand. Dr. Wilburt C. Davison, Dean of 
the Medical School of Duke University, in a recent 
symposium on medical education, has this to say 
about conditions in the South. 


“This uneven distribution (of physicians) 
is even worse if it is remembered that the 
average age of physicians in rural areas is 52 
years. In Tennessee for example, only 43 per 
cent of the physicians in the cities are over 
50 years of age, in contrast to 77 per cent of 
those in the rural areas. . . . Another dis- 
turbing condition in the rural areas is the 
paucity of recent graduates. In 1906, 51 per 
cent of the young graduates located in places 
of less than 5,000 population, but in 1923 this 
percentage has dropped to 23 per cent and is 
still falling. Although 48 per cent of the 
population live in communities under 5,000, 
only 19 per cent of the graduates located 
there in 1931.” 


Increase of Physicians in the United States 


From 1931 to 1934, the number of physicians 
in the United States increased about 4,953. This 
increase did not take place in the rural counties 
generally, nor was it evenly distributed over the 
country at large. Approximately 75 per cent of 
the total increase in the three year period occurred 
in the eleven North Atlantic Seaboard States. In 
the 1,340 counties of the study area, there was no 
increase during this period, but rather a small de- 
crease, all of which took place in the counties hav- 
ing no local hospital. 


This is at best a brief and sketchy cross sec- 
tion picture of conditions as they exist today in 
rural sections of our country. It shows, how- 
ever, that rural counties in relation to their 
population have far fewer hospital facilities and 
medical personnel than do urban communities 
and that rural hospital facilities and medical per- 
sonnel are unequally distributed throughout the 
country. It shows further that rural people re- 
ceive far less hospitalization than urban people, 
while there is no reason to suspect that their 
needs are less. 
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How Many Beds Are Needed? 


How many beds are needed? is a question often 
asked. The answers often quoted range all the 
way from one bed per 1,000 persons to five and 
even more, depending on the type of the com- 
munity. In this connection it should be repeated 
that most standards of adequacy have been based 
on the evidence of effective demand. Standards 
based on evidence of need as shown by incidence 
of illness will certainly be higher than those based 
upon effective demand. By almost any standard 
whatsoever, certain substantial portions of the 
country are in immediate need of more hospital 
beds for general care. By this is meant both the 
construction of entirely new beds and the re- 
habilitation of existing makeshift establishments. 


Utilizing Existing Beds in Rural Areas 


In the broader sense, however, more hospital 
beds are but one of the immediate needs. A way 
must be found to utilize more fully those that now 
exist in rural areas and to improve the quality of 
the service rendered. It is significant that about 
one-half of the hospitals under 25 beds have no 
clinical laboratory and about one-third have no 
x-ray equipment and hospitals of this size con- 
stitute over 26 per cent of all the general hospitals 
of the country® and 36 per cent of the hospitals 
in the study area. Generally this is not the fault 
of the individual hospital but the result of cir- 
cumstances beyond its control. Means by which 
these facilities may be supplied is one of the im- 
mediate needs in rural areas. A clinical laboratory 
with a technician qualified to perform routine 
diagnostic tests should be a requisite of any insti- 
tution that expects to render a high quality of 
service. The solution to some of these problems 
at least, may lie in the cooperation of several 
small hospitals to provide the technical services 
they cannot afford working alone. A greater de- 
gree of cooperation between rural hospitals and 
county health units is urgently needed. Labora- 
tory facilities and technical personnel available to 
neither working alone may be made available to 


both working together. 


As mentioned before, most of the rural coun- 
ties without hospital facilities have a relatively 
small population. While this fact may preclude 
the possibility of such a county providing its own 
hospital, it does not lessen the needs of the indi- 
vidual. Whatever plan may be followed in the 
future to meet the hospital needs of rural people, 
the plan must provide for a more effective utiliza- 
tion of both old and new facilities. 
~ sHospital facilities in the U. S. Selected characteristics of hos- 


pital facilities in 1936. Joseph W. Mountin, Elliott Pennell and 
Evelyn Flook. Public Health Bulletin, No. 243 
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Significant Nutritional Developments 


JOHN H. MUSSER, M.D. 


markable development in the study of vitamins. 

This probably is the most important and the 
most significant development that has taken place 
in the science of nutrition in the last few years. 
Indicative of the amount of research work, the 
number of clinical studies, and the amount of 
general interest in this subject, is the enormous 
number of articles having to do with vitamins 
which have appeared in the current medical lit- 
erature in the last ten years. In 1934, in a paper’ 
that I read before the Southern Medical Associa- 
tion in San Antonio, I made the statement that 
in the year prior to that time, there were over 
900 articles on vitamins sufficiently important to 
be indexed and there were some 332 that had to 
do with vitamin B alone. In the past year, there 
were indexed in the Quarterly Cumulative Index 
Medicus approximately a thousand papers devoted 
to this particular scientific field. 


l: THE past few years there has been a re- 


Vitamins have become a subject of everyday 
conversation among the laity and are discussed 
in current magazines and in the daily press. 
Everybody knows about vitamins from the school 
child to the practicing physician. But there is a 
considerable group of people who do not practice 
what they know is the correct thing to do, and 
then, of course, there is always a very large group 
who read and forget what they read, or who 
never do read. It is not only in these people, how- 
ever, that expressions of vitamin deficiency ap- 
pear, but it is also likely that deficiency states 
may develop in those who do not realize and ap- 
preciate that under certain conditions there is a 
demand for vitamins which is well above the 
minimal requirements of the body. 


Although numerous vitamins have been dis- 
covered and labeled, many of them are solely of 
academic interest. They may produce changes in 
the experimental animal, but either because they 
are not needed or else because the need of them 
is so insignificant that man always takes in 
enough by mouth, the evidences of lack of these 
vitamins is never found in the human being. 


Necessary Vitamins and Optimum Intake 


Important vitamins necessary for the mainte- 
nance of good health and body vigor are still those 
which were called originally by Funk A, B, C and 
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D. The outspoken expressions of deficiency of 
these particular substances are classic. Beriberi, 
scurvy, and rickets were formerly well known 
syndromes, but they are now extremely rare. 
There exists, however, a very considerable group 
of patients who suffer from a series of disorders 
which are conditioned upon inadequate intake of 
these important vitamins. A chronic deficiency 
state might also be dependent upon imperfect ab- 
sorption of the required vitamins as a result of 
disease, even when the intake is adequate. It may 
be that the vitamin cannot be properly stored or 
modified for human consumption. An excellent 
example of this is the pernicious anemia-like pic- 
ture that develops in advanced cirrhosis of the 
liver when vitamin B cannot be stored on account 
of the extensive destruction of the hepatic pa- 
renchyma. Carotene may be improperly absorbed 
because of biliary tract disease. Severe diarrheas 
or external fistulae may remove the required vita- 
mins so quickly that they are not properly ab- 
sorbed. The growing child has greater need of 
vitamins than does the adult, and the pregnant 
woman requires a particularly optimum amount 
not only in order to take care of herself but also 
of the growing fetus. These statements are made 
with the idea of impressing the fact that an ade- 
quate diet may be adequate for the average indi- 
vidual, but under certain conditions, notably in 
sickness, an optimal intake is of primary impor- 
tance. I propose to mention just a few of the ill 
effects produced by a diet which is incomplete or 
which is not properly taken care of by the body 
as a result of pathologic abnormalities. 


Vitamin A 


For example, Vitamin A is not only necessary 
for propagation, but also to maintain a normal 
epithelial structure and to insure proper growth. 
A host of disorders of the eye arise as a result of 
insufficient intake of this substance. Very oc- 
casionally the ocular condition is most outspoken 
and there develops blindness or xerophthalmia. 
On the other hand latent avitaminosis occurs fre- 
quently and the growing child’s vision is impaired. 
In older people certain skin lesions may arise, 
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renal calculi are said to occur, and even sterility 
may be present in a woman. Gastrointestinal 
symptoms are quite common, of which anorexia 
is not the least important. Diarrhea occurs, and 
impaired growth and various vague and indefinite 
digestive disturbances may take place. Anemia is 
a constant concomitant. 


Vitamin B 


There are numerous subdivisions of Vitamin 
B which, experimentally, may be shown to have 
different effects. However, it is said that the 
separate factors accentuate or facilitate the action 
of the others. It is consequently advisable to con- 
sider Vitamin B, for the time at least, as a single 
entity. A deficiency of this vitamin, which is not 
too marked, will produce ill health and particu- 
larly gastrointestinal disorders. Atonic constipa- 
tion and again loss of appetite are excellent exam- 
ples. Loss of appetite is readily explained by some 
recent experimental work which showed that the 
normal activity of the gastric glands is predicated 
upon a normal amount of the Vitamin B complex. 
Particularly interesting in the last few years has 
been the growing appreciation of the fact that 
the so-called alcoholic neuritis is probably entirely 
a disorder of the nerves dependent upon the in- 
ability of the drunkard to absorb this material, 
vitamin B, from a gastrointestinal tract injured 
by the alcohol; or it may be, and it probably is, of 
etiologic significance that the alcoholic takes in 
so much alcohol that his energy requirements are 
met for the most part by the alcohol, which, of 
course, does not contain vitamin B, so that his 
intake is insufficient for normal requirements. 


Vitamin C 


Cevitamic acid is usually adequate in amount 
when the individual eats fruits or the green leafy 
vegetables. Unfortunately, these substances are 
often withdrawn from, or restricted in, the diet 
because they may exaggerate gastric disturbances 
in a person with functional stomach neurosis or 
with an intestinal disorder. Inadequate amounts 
in the diet explain at times poor health in babies, 
mental dullness in the growing child and at any 
time of life a tendency to hemorrhage, anemia, 
general physical weakness, as well as tooth decay. 


Vitamin D 


Almost the first vitamin fed to babies and 
growing children was vitamin D. Certainly it is 
administered now-a-days in quantities sufficient 
to prevent rickets, osteomalacia, bone deformities, 
body asthenia, carious teeth, etc. 
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Vitamin G 


Vitamin G is mentioned merely because of its 
association with pellagra. While it is very pos- 
sible that this vitamin may be nicotinic acid, it 
undoubtedly is a subdivision of vitamin B. It is 
sometimes labeled as the antianemic vitamin, or 
the antianemia factor, the absence of which in- 
duces pernicious anemia or sprue as well as cer- 
tain types of cord disease. 


Chronic Dietary Deficiency 


It is reasonably safe to assume that if a diet is 
deficient in one vitamin, it is likely to be deficient 
in all. It is equally safe to contend on the whole 
that if one mineral element is present in inade- 
quate amounts, it is quite possible that other 
mineral elements may be taken in quantities in- 
sufficient for bodily needs. Parenthetically, it 
may be observed here that the various mineral 
elements which play a part in maintaining and 
regulating body neutrality, maintaining osmotic 
pressure of the body, forming bone, supplying 
hemoglobin, or whatever part they may play in 
the economy, are not likely to be supplied in in- 
sufficient quantities in the dietary with the ex- 
ception of calcium, which must always be stressed 
in the diet of the child—a quart of milk, or more, 
a day—and occasionally iodine, responsible for 
adolescent goiter, must be taken into considera- 
tion in preparing the menu of the hospital 
patient. Other minerals are supplied by nature so 
liberally that the body is well taken care of as a 
rule. 


There does exist a “malnutritive state charac- 
terized by a group of non-specific symptoms and 
signs arising from deficiency in the diet of any, 
or theoretically all, of the essential food factors.’’? 
This condition I have called chronic dietary de- 
ficiency. I have pointed out in the early course of 
this paper that this may be dependent on a num- 
ber of factors, but I should like to stress here 
that frequently it may be due to dietary idiosyn- 
crasies in the neurotic patient. These people who 
suffer from chronic dietary deficiency may have 
any of a number of irregular, bizarre, and appar- 
ently inexplicable findings. They have a dry skin; 
they are nervous; headache may be present; light 
hurts their eyes. They nearly always are thin, 
under nourished, and rather anemic. Most inter- 
esting is the group of gastrointestinal symptoms 
they may develop, from anorexia and constipation 
to dyspepsia of almost any form or type. These 
people also have bad teeth and the mouth hygiene 
is poor. Give to these people an optimal diet and 
insist on their consuming it and frequently their 
response is spectacular. If, on account of disease, 
they cannot take the food they should, then and 
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then only, should recourse be had to the various 
preparations in crystalline and natural form 
which may be given parenterally. 


Vitamin Requirements 


The vitamin requirements for man have been 
worked out reasonably accurately. For example, 
the minimal amount of vitamin A is one milligram 
of carotene; theoptimal should contain at least 
four milligrams of this substance. The minimal 
amount of vitamin B, is one-half milligram of 
crystalline B,; the optimal amount at least four 
times this amount. For B, the minimal is one 
milligram of crystalline lactoflavine; the optimal 
three grams of this substance. The adult requires 
at least 50 mgm. of ascorbic acid, whereas the 
nursing infant and growing child should have four 
to five times this minimal requirement of the 
adult. Vitamin D should be supplied the suckling 
and the small child in amounts equivalent to 2,000 
mgm. of crystalline D, and if by chance rickets 
has developed, this amount must be increased 
fifty-fold. 


It should definitely be borne in mind that these 
optimal amounts should be increased, as for ex- 
ample vitamin D as just mentioned, when the 
patient is to secure the curative effects of the 
substance the lack of which is responsible for his 
disorder. As a matter of fact, however, the diffi- 
culty of supplying in sufficient amounts the vari- 
ous vitamins in the food intake of the patient 
has made popular the use of concentrated forms, 
such as carotene or ascorbic acid. It might be 
of some interest to you to consult a recent publi- 
cation called “Vitamins and Their Clinical Appli- 
cation” in which book is tabulated the content of 
essential vitamins in various diets. It will be 
noted that in many of these diets there is an in- 
sufficient amount of some of the required vita- 
mins. 


In my hospital work I have found particularly 
valuable the bulletin of the U. S. Department 
of Agriculture spoken of as Miscellaneous Pub- 
lication No. 275, which contains detailed data on 
vitamin content of foods. 


Minerals 


In a previous paragraph I mentioned the fact 
that calcium was most likely to be the mineral 
element which would be deficient in a given diet. 
Particularly is this likely to happen in the food 
ingestion of the growing child. 


Phosphorus is a very important mineral in the 
human economy. Some diets do not supply this 
element in quantities sufficient to maintain the 
normal phosphorus content of the blood, to wit 


November, 1938 


four milligrams per hundred cubic centimeters. 
It is usually pure carelessness when the diet does 
not contain enough phosphorus so that the child 
may have one of the forms of rickets which de- 
velop as a result of a lowered phosphorus content 
in the blood plasma. Here again, if an adequate 
quantity of milk is given to the child, his phos- 
phorus requirements will be definitely met. 


Iron requirement is approximately fifteen 
milligrams daily. This amount is supplied for 
the average individual in a quantity that is suffi- 
cient because he eats lean meat, vegetables, 
cereals, and the dark meat of fowl, substances 
which are particularly rich in iron. It may be, 
however, that patients who have developed 
anemia of the hypochromic, microcytic type can- 
not make use of the iron that they get in the 
diet. In these instances it is possible to give 
large quantities of iron not only in the diet but 
also supplementing this by dosages of iron by 
mouth, which, according to present standards, 
are triple or quadruple those of twenty years ago. 


Copper and manganese have been thought to 
stimulate hemopoiesis. As a matter of fact their 
particular action is merely to supplement, or to 
make more readily available, iron. 


Calcium has been mentioned. It might be well 
to interject here the fact that a diet rich in 
calcium will definitely prevent the loss of iron. 
This is just one of the important functions of 
this mineral. 


Sulphur is taken into the body in the proteins 
of the food. It contains indispensable amino 
acids. Its use is further confirmatory evidence 
of the necessity of amino-proteins in the average 
diet. 


Potassium is another mineral which is abso- 
lutely essential to life, but which is always taken 
in sufficient quantities. In conjunction with this 
mineral it may be of interest to note very briefly 
the observations of Wilder and his co-workers* 
on a low potassium diet in Addison’s disease. In 
this condition if the potassium is cut down to not 
more than 1.6 gm. per day, the symptoms or 
crises are very much less likely to occur than 
when the diet contains the average amount of 
potassium, four grams per day. 


Magnesium, iodine, chlorine, manganese, cop- 
per, sodium are other important minerals which 
are very unlikely to be woefully lacking in a 
patient’s diet. Occasionally the chlorides are lost 
through excessive sweating and the diet should 
be supplemented by additions of sodium chloride. 
Fatigue states follow excessive sweating, as do 
muscle cramps; either one or the other or both 
may be dependent upon loss of salt through the 
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sweating. As a matter of fact, however, the 
dietary student is usually more concerned with 
reducing the amount of sodium chloride in the 
diet than with adding to it. 


Energy Requirements 


The energy requirements are the most ele- 
mentary features of the construction of any diet. 
I am firmly convinced that a host of conditions 
are dependent upon over-alimentation and result- 
ing obesity. I have described the syndrome of 
obesity, hypertension, and hyperglycemia,* which 
I am quite sure would not develop if the patient 
did not overeat. When a patient is confined to 
bed, even if his caloric intake is reduced to a 
minimum, there is still a likelihood of his gaining 
weight. My advice to dietitians is to figure out 
the minimal energy requirements for a given in- 
dividual and if that patient is confined to bed and 
afebrile to reduce that amount by a third. It is 
good practice, because it educates the patient, if 
nothing else. Time and again the doctor is told 
that a patient does not eat more than a minimal 
amount and yet gains weight. The quantity of 
food which the patient thinks is not enough is 
still too much, so that in reality he is overeating. 
If patients can be taught in the hospital to mini- 
mize their requirements, they will have learned 
a good lesson. 


Summary 


The vitamins have been discussed rather fully, 
largely because of the fact that the increments 
to our knowledge of these substances have been 


enormous in the past few years. The principal 
fact that I want to stress in regard to vitamins is 
that there is (a) a condition of hypovitaminosis 
which is not very generally recognized, and (b) 
that in certain disease states even the optimal 
requirement of vitamins is not sufficient when the 
human mechanism is unable to absorb, or loses 
too rapidly, or, by some other mechanism, cannot 
make use of these particular substances. I should 
like to accentuate also the fact that there are 
today scientific methods of estimating vitamin 
needs. In suspicious cases when the patient may 
be suffering from a deficiency of certain vitamins, 
laboratory methods may be employed to demon- 
strate this lack. With certain vitamin deficiency 
states, their existence can be shown as accurately 
by these procedures as can it be demonstrated 
that a patient has typhoid fever by a positive 
blood culture. 


Lastly, I should like to insist upon keeping the 
hospital patients, in their minds at least, underfed. 
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Dr. Hugh Howard Mitchell 


Dr. Hugh Howard Mitchell, one of the leaders 
in the hospital field, a member of the House of 
Delegates of the American Hospital Association 
for Saskatchewan, and superintendent of the Re- 
gina General Hospital, Regina, Saskatoon, died at 
the age of 55, a patient in his own institution, 
after an illness of seven weeks’ duration. 


Dr. Mitchell was a graduate of Toronto Uni- 
versity, a medical officer in the Canadian forces 
during the Great War, a past-president of the 
Saskatchewan Hospital Association, formerly 
medical director of the Cancer Clinic, and held 
many positions of honor and trust in the medical 
organizations of Canada. 


In 1932 he was appointed superintendent of 
the Regina General Hospital to succeed Dr. S. 
R. D. Hewitt who had resigned to accept the su- 
perintendency of the Saint John General Hos- 
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pital, Saint John, New Brunswick. He resigned 
in 1934 because of ill health, and was recalled 
to the Regina General in 1935 after his health 
had improved. 


During his tenure of office, Dr. Mitchell had 
developed Regina General to a point where it 
was one of the best institutions in Canada. The 
President of his Board says of him, “In Dr. 
Mitchell I recognized the conscientious and effi- 
cient servant of the public. He had, at all times, 
at heart the administrative interests of the board 
and hospital staff, the welfare of the public, and 
the well-being of those under his care. Tran- 
scending even all this was my admiration of him 
as a man—humane, understanding, and unassum- 
ing, with a wide range of interest in all affairs of 
the community.” 


Dr. Mitchell leaves a wife, a son, and two 
daughters, and a host of friends to mourn his 
passing. 
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of making internships more valuable to the 

young doctor and to the hospital it perhaps 
would be well worth while to try and see just 
what the intern means to the hospital. Unfortu- 
nately too many administrators in the past have 
assumed the role of fairy godfather to the young 
doctor while he was getting his hospital experi- 
ence. However, that day is fast passing and more 
and more far seeing administrators are realizing 
that the interns are a very important part of the 
hospital family. 


By ot mas starting out on the ways and means 


Working Hours of the Intern 


Of the entire hospital personnel no one spends 
as many hours per week on duty as the intern. 
He is the first doctor on the ward in the morning 
and the last to leave at night. It is safe to say 
that no one individual plays a greater part in 
moulding the opinion of the patient regarding 
the hospital than does the intern. We do not 
mean by this statement to minimize the part 
played by the nursing staff but because the in- 
tern sees the patient more often than the attend- 
ing physician he naturally becomes a symbol of 
medical service to the patient. Invariably it is 
the intern who explains to the patient and his rel- 
atives the diagnosis, the possibilities of cure, the 
desire and aim of surgery, the progress of the 
disease, the value of a necropsy or the method 
of convalescence. He is the one to whom the 
thousands of questions are directed—some fool- 
ish—some difficult to answer. He is the one who 
must maintain his patience, his professional dig- 
nity, and remember at all times to carry the ban- 
ner of the medical profession at a high level. To 
many he IS the hospital. 


A chain is no stronger than its weakest link 
and it is also true that a medical record is no 
stronger than the weakest man who helps to make 
it. Who makes the greatest portion of all hos- 
pital records? It goes without saying that here 
again the intern plays the major role. It is usu- 
ally only the intern who takes the time (not al- 
ways by choice) to record the negative findings 
as well as the positive ones. 


With the above rather brief discussion of the 
part played by the intern in the hospital field we 
think we are all reminded of his importance and 
now let us hasten on to the factors involved in 
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the relationship of the administrator with his 
intern. 


The Hospital’s Responsibilities to Its Interns 


It has often been said that a hospital accepting 
interns must also accept the responsibilities that 
go along with them. The hospital must supply 
the clinical material (patients) to work on, the 
tools (instruments, laboratories, equipment, etc.) 
to work with and a most important necessity a 
comfortable place for the intern to live during 
his stay at the hospital. Enough can not be said 
about the desirability of having a cheerful room, 
a comfortable bed, and adequate showers for the 
intern. The quarters should be planned in such 
a way that the noisy rooms—game rooms, loun- 
ges, telephone room, etc.—are located in such a 
manner that a minimum of noise gets to the 
sleeping rooms. 


As much outdoor and indoor recreation mate- 
rial as possible should be supplied to the intern 
for many times when his work is done on the 
ward he must still remain on the hospital grounds 
subject to call. During such periods if the means 
is at hand he may legitimately get a little relaxa- 
tion in some manner or other. Wherever possible 
gymnasiums, handball and tennis courts, skating 
rinks, swimming pools, pool-billiard and ping- 
pong tables should be made available. A library 
containing medical reference books, medical jour- 
nals, popular magazines, and some fiction should 
be maintained. The matter of making your in- 
terns happy in your hospital can not be over- 
stressed. The life of an intern is very confining 
and he easily becomes a chronic “griper!’’ Keep 
him happy and his feelings will be directly re- 
flected in your wards, in your nursing service and 
in all the personnel with whom he comes in con- 
tact. Adequate means for exercise should im- 
prove his physical well being. 


Factors Involved in Selecting Interns 


The factors involved in considering the appli- 
ecants are many. Every hospital should consider 
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the matter of internships early in the year in or- 
der to give the medical students ample oppor- 
tunity to apply elsewhere in the event he is not 
selected by your hospital. In selecting early, the 
hospital has the cream of the crop to pick from 
and at the same time has not prevented the un- 
successful student applicant from applying else- 
where in time. It would be quite desirable if a 
standard date for announcement of appointments 
could be adhered to. 


There are many ways of selecting interns which 
include written examination, oral examination, 
personal interview, hospital alumni recommen- 
dation, academic accomplishment, etc. Person- 
ally we feel every graduate of a class A medical 
school has demonstrated his ability to master the 
theory of medicine and further examination by 
the hospital staff is not necessary. We think it 
much better to look beyond the ability to answer 
medical questions to the man behind the answers. 
A personal interview affords a method, even 
though a feeble one, to determine whether the 
applicant has those qualifications of personality, 
understanding, and the ability to be a team 
worker which are so desirable to the hospital. 


We think it desirable regardless of the size of 
the hospital to try and get as much medical school 
representation as possible. By bringing in men 
from different schools many new ideas and meth- 
ods are acquired. The intern is also helped by 
associating with doctors who have been trained 
under different teachers in other parts of the 
country. 


It is usually not desirable to have the father- 
son relationship existing on the staff and in the 
intern service. Such a setup puts the partici- 
pants at a disadvantage and tends to unconscious 
partiality. 


The matter of considering single or married 
applicants is always a local question. Certain 
physical limitations in housing play a part. If 
married interns are considered the rules regard- 
ing the place of abode while on duty should be 
clearly outlined to avoid misunderstandings. Some 
of the best interns we have had were married. 
Some of the worst interns we have had were 
married. Some of the best interns we have had 
were single. Some of the worst interns we have 
had were single. The existence of the marital 
state neither adds or detracts from the success 
of the intern. There are advantages or disadvan- 
tages to both states in relation to an internship. 


Procedures After Appointments Are Made 


After the applicants have been carefully con- 
sidered and the hospital is about to make a selec- 


36 





tion the students not selected should be notified 


_ immediately. The applicants tentatively accepted 


should have a physical examination, chest x-ray, 
urinalysis and serology test performed and re- 
ports sent directly from the examining physician 
to the hospital. If the personal interview were 
not possible the applicant should submit his pic- 
ture with his application. If the physical exam- 
ination is acceptable a contract in duplicate signed 
by the hospital superintendent should be sent to 
the student with instructions to sign and return 
one copy. The contract should contain the term 
of service, date of starting, remuneration, vaca- 
tion policies, and any other pertinent policies. 
Men who live at great distances from the hospital 
should send their measurements for uniforms if 
the hospital furnishes this item. 


On the day of arrival every courtesy possible 
should be extended to the new man. Arrange- 
ments should be made to have some representa- 
tive of the administration meet the newcomer 
when he arrives at the hospital. The new intern’s 
impressions will be lasting ones and courtesies 
shown during the first few days will not be for- 
gotten easily. 


Administrative Supervision 


The administrative supervision of the intern 
staff should be delegated to one individual and one 
of the assistant directors is usually preferable. 
When available a medical man should be assigned 
to this duty. The duties of this office should be 
to arrange schedules, to assign rooms, to arrange 
educational meetings, to meet periodically with 
the interns, to supervise the comfort of the in- 
terns, and to be available at all times to counsel 
with them. 


A short orientation period before being as- 
signed to duty has worked out well in several hos- 
pitals. About a two or three day period seems 
to be adequate. .On the first day a medical record 
should be started for each man, an x-ray of his 
chest repeated, and the urinalysis and serology 
test repeated. Arrangements for the distribution 
of uniforms should be made. 


Meetings should be arranged during the re- 
mainder of the time during which the new intern 
will be given an opportunity to meet the admin- 
istrative board and the heads of the various de- 
partments. The doctor in direct charge of the 
interns, usually the chief resident physician (who 
at our hospital is also an assistant director) 
should instruct them regarding meal hours, hours 
for collection of laundry, methods of handling 
personal telephone calls, and hospital policies re- 
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Intern’s File Card [exact size] 


garding his conduct. Such instructions should 
be kept at a minimum and specific hospital poli- 
cies should not be taken up until the intern is 
well oriented and has started off on his duties. 
During this orientation period he should be given 
a handbook of hospital policies containing an or- 
ganization chart of the hospital and the names 
of department heads. In addition to this he should 
be given a procedure book made small enough to 
fit the coat pocket of his uniform. In this book 
should be listed the rules and regulations regard- 
ing the taking of specimens for the various lab- 
oratories. It should list the amounts of blood 
necessary for each test and whether they should 
be clotted blood, oxylated blood, heparinized blood, 
etc. Certain methods of staining which are used 
too infrequently to be committed to memory 
should be listed. Standard doses of drugs used 
frequently and their respective prices should be 
listed. Standard height and weight charts should 
be included. Such a small reference note book 
will save your intern many a weary mile walked 
to some laboratory to consult the chart on a bul- 
letin board. Such a book can be built up locally 
in each hospital and by asking yearly for sugges- 
tions from the intern it can be made very val- 
uable. 


During this orientation period each man should 
be photographed in his uniform coat and the pho- 
tograph pasted to one side of a large filing card 
to be kept in the office of the assistant director. 
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This card should have space for the intern’s home 
address; relative to be notified in case of illness; 
date of birth; school and date of graduation; de- 
grees received; previous internship and adequate 
room for several changes of address and a copy 
of his signature. The picture will be invaluable 
in coming years in bringing to mind the intern 
in answering letters for recommendation. A copy 
of his rotation proves of value if he later applies 
for medical license in other states. As the years 
roll by, especially in a large hospital, the number 
of interns who pass through become so great that 
it is next to impossible to remember them all by 
name. It also serves as an adequate file of the 
alumni and by keeping it up to date serves as a 
mailing list for alumni news. 


Vacations and Other Perquisites 


Policies pertaining to vacations, sick leave, 
free drugs, laundry allowance, remuneration, etc., 
should be briefly outlined during the orientation 
period. More detailed discussions can be handled 
individually or at a later meeting. 


A. rather extensive tour of the entire hospital 
should be given the entire group allowing the 
heads of each department to conduct the interns 
through their respective departments. 


A rather extensive tour of the entire hospital 
should be given the entire group allowing the 
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heads of each department to conduct the interns 
through their respective departments. 


One of the very most important benefits derived 
from this period is the opportunity for the super- 
intendent to meet the new men and he should 
make it a point to impress on them that he is 
anxious to make their stay a profitable one for 
them and for the hospital and that he is interested 
in their comfort and happiness during their ap- 
pointment. However, above all else one should 
avoid crowding too much detail into this orienta- 
tion period. If the few essential directions are 
given and the new doctor is given an opportunity 
to meet the administration and department heads 
and to see the hospital one can feel a great deal 
has been accomplished. It may be necessary to 
allow the graduating group to leave a few days 
early in order to house the newcomers during 
this orientation period if your housing space is 
limited, or the newcomers may report at the hos- 
pital for day duty only for the first few days. Of 
course, this would mean running the ward on a 
skeleton crew for a few days but it is well worth 
while if it can be arranged. The cooperation of 
the surgeons in posting their operations often 
makes the above possible. 


With this brief introduction and sincere wel- 
come the new intern is now ready to report for 
duty on the ward. His senior should have re- 
ceived instructions on the importance of his duty 
to his junior intern. The intern’s senior plays a 
great part in the amount each doctor gets out of 
his service. In so far as possible each senior 
should be coached and where any particular man 
is known to be weak the chief resident physician 
should lend a hand in getting the junior off to 
a good start. 


Organizes Classes for Interns 


Much has been said about organized classes for 
interns. We firmly believe the pendulum, especially 
in the large hospital, has swung to an extreme. 
Each department has its staff meeting weekly or 
twice a month and the interns feel they should 
attend. In certain instances the intern gets quan- 
tity rather than quality in the matter of meetings. 
With two very sick post-operative cases and a 
pneumonia case on the ward the intern can hardly 
relish a two hour session listening to some poorly 
organized and poorly presented paper on some 
every day subject. It is to be hoped the day will 
come when the staff meetings will be few enough 
and the quality good enough that the interns will 
go by choice rather than a feeling of duty. 


A certain number of meetings of especial value 
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to the intern is necessary for his good and the 


‘good of the hospital. However, they should be 


held in so far as possible in connection with the 
noon meal. The intern’s time should be con- 
served as much as possible for it is his most 
valued and his scarcest possession. 


There are many valued outlines which will aid 
the administrator and his medical board in ar- 
ranging the subject matter of such meetings and 
we will merely mention a few. 


Medical matters having a legal aspect can well 
be discussed together and perhaps by a lawyer 
better than a physician. Such matters include 
necropsies, abortions, sterilizations, operating 
permits, suicides within and without hospital, 
malpractice and a host of other matters related 
to the law. 


The demonstrations of certain procedures have 
a very practical value and are welcomed by the 
intern during his first few weeks on the ward. 
Many procedures which will be simple to him in 
a few months are momentous tasks during his 
first days. At one New York hospital the list 
of practical demonstrations includes: lumbar 
puncture, intravenous infusion, phlebotomy, hy- 
podermoclysis, paracentesis, thorocentesis, and 
many nursing procedures. 


Laboratory Work 


Perhaps no one has suffered as much from the 
present day method of using the laboratory in 
diagnosis as the intern. Laboratory work is time 
consuming and becomes a bore to most interns 
when they feel they are not getting a return for 
the energy expended. This feature of interning 
should be minimized as much as possible. We be- 
lieve every internship should contain adequate 
training in laboratory methods but for a limited 
time and thereafter as much as possible should 
be handled by technicians in order to give the 
doctor more time with his patients and more time 
to read. 


Conclusion 


In conclusion we as administrators should keep 
in mind that our interns are a very important 
factor in the operation of our hospitals and should 
be given adequate consideration. It is the golden 
opportunity for us to meet them, to make friends 
with them and to play our part in making their 
stay with us a pleasant and profitable one so that 
when we meet them as the Doctors of Tomorrow 
we can cooperate to our mutual benefit. 
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Care of the Indigent Sick in the State of Maine 


GEORGE W. LEADBETTER 


appropriated money for use of private hospi- 

tals. The Legislature of 1915 appropriated the 
sum of $87,950 for use of 20 of these hospitals, 
varying in amounts from $500 to $27,500 and the 
resolves provided that these sums should be on 
account of maintenance of the several hospitals. 
At that time, it was customary for the state to 
pay the money to the hospitals in quarterly in- 
stallments. 


Fs: many years the Legislature of Maine has 


The Legislature of 1917 appropriated approxi- 
mately the same amount. 


In 1919 the number of hospitals was increased 
to 26 and the amount of money to $104,650. In 
1921 this was increased to $141,600 and remained 
about the same until 1927, when it was increased 
to $165,800 for 28 hospitals. 


In the resolve which was passed by the Leg- 
islature of 1925 providing money for the fiscal 
years ending June 30, 1926, and June 30, 1927, 
there was a provision that the money should be 
used for medical and surgical treatment and care 
of children and adults, including children under 
sixteen years of age, but not including persons 
sixteen years of age and over, who, directly or 
indirectly, within a period of three months prior 
to receiving such treatment or care, had been 
supported or assisted as paupers, at not to exceed 
$17.50 per week, including direct payments from 
sources other than the state. The same provision 
appeared in the resolve for the two following 
years. While this provision has not been in the 
resolves since that time, it has still been the 
practice to use the money only for persons not 
having pauper assistance within three months, 
and any persons having pauper assistance within 
that time and requiring hospital treatment at the 
public expense could procure it only by applying 
to local overseers of the poor, and my understand- 
ing is that all hospitals have furnished such as- 
sistance in city and town cases at the regular 
ward rates. 


System Changed to Lump Sum Appropriation 
The Legislature of 1929, by chapter 35 of the 





EpitTor’s Note: The hospital is interested in statutes and pro- 
cedures in force in the different states, affecting the reimburse- 
ment for hospital care for indigent patients. Commissioner 
Leadbetter’s article is particularly valuable in its outline of the 
practical application of principles that have afforded satisfac- 
tory service to the indigent sick of Maine. 

Presented before the annual meeting of the Maine Hospital 
Association, August 31, 1938. 
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private and special laws of that year, changed the 
system by making a lump sum appropriation of 
$160,000 instead of making individual appropri- 
ations to each hospital. This act provided that 
the money should be used for the necessary care 
and medical and surgical treatment, at a rate not 
to exceed $2.50 per day per patient, in addition 
to any necessary emergency charges that might 
be approved by the state department of public 
welfare, of certain classes of persons whose re- 
sources, or the resources of whose responsible 
relatives, were insufficient to pay the same. It 
provided further that such money should be 
expended under the direction of the state depart- 
ment of public welfare. This act also provided 
that no other appropriation or use of public money 
should be made or authorized for the purpose of 
maintaining any hospital not owned or controlled 
by the state, except tubercular sanatoriums. The 
Legislature of 1935 increased this fund to $200,- 
000 per year. 


Allotment of Funds 


During the period from July 1, 1929 to June 39, 
1933, the money was allotted to the various hos- 
pitals on the basis of free work done during the 
previous year and paid at the rate of $2.50 per 
day, plus special charges, as far as the money 
would go. The department of public welfare had 
nothing to do with the distribution of the fund 
until July 1, 1929. 


Method of Distributing Funds 


Beginning July 1, 1933, the method of distrib- 
uting the fund among the hospitals has been to 
divide it into quarterly installments and pay the 
hospitals whatever amount the fund would allow 
per day on the basis of the number of days free 
treatment given by each hospital. This system 
appears to be more satisfactory than the former 
system. Under the former plan the money was 
generally used up by the time the year was half 
over, which meant that there was no way in which 
the state could give treatment for the remaining 
half of the year. The result was that many per- 
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sons who were unable to pay their hospital bills 
were obliged to become paupers and have their 
hospital treatment through the overseers of the 
poor at the expense of the city or town where 
they were living. No doubt many were treated by 
the hospitals without pay, and we know that a 
considerable portion of them simply went without 
needed hospital treatment; sometimes because 
they did not want to become paupers and some- 
times because the towns were not in a financial 
position to furnish the aid. 


Owing to the fact that the appropriation does 
not admit of paying full rates, one hospital, sev- 
eral years ago, refused to accept any more pa- 
tients under this plan, and another refused at the 
beginning of this fiscal year. Quite a number of 
other hospitals have complained of the low rates, 
but have not definitely refused. During the fiscal 
year ending June 30, 1938, 42 hospitals accepted 
patients under the state plan and the total num- 
ber of days’ treatment given was 123,428, for 
treatment of 4,905 patients. The average payment 
for that year was $1.54 per day. 


Eligibility Requirements 


Under the present plan, the eligibility require- 
ments for hospital aid are as follows: 


1 Patient must have a settlement in the state 
or have lived here for one year prior to mak- 
ing application. 


2 Patient or immediate family must not have 
received assistance through the overseers of 
the poor within three months prior to date of 
admission for treatment. 


3 Patient or responsible relative must be finan- 
cially unable to pay in full a ward rate of $3 
per day. In every case, an effort should be 
made to get the patient or relative to make 
partial payment according to his financial 
ability to do so even though it may be a small 
amount. In cases where payments by a pa- 
tient plus payments from the hospital aid 
fund exceed $3 per day, the hospital aid fund 
should be reimbursed by the hospital for the 
amount which it receives in excess of $3 per 
day. 


4 Chronic and incurable cases where a long 
period of treatment is needed will not be ac- 
cepted. The bureau of social welfare reserves 
the right to discontinue payment on accepted 
cases after thirty days’ treatment when due 
notice of discontinuance has been sent to the 
hospital. 


5 Only one day’s treatment will be allowed on 
T. and A. cases. 
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6 Out-patients are not eligible for hospital aid. 


7 Application for hospital aid must be made 
by the patient directly to the hospital where 
treatment is desired. 


The department of public welfare went out of 
existence at the close of the year 1931, when the 
present department of health and welfare was 
established, and now the hospital fund is admin- 
istered by the bureau of social welfare, which is 
one of the divisions of the new department. 


Besides using this hospital fund, the state is 
paying out large amounts of money in other ways 
for hospital treatment for poor persons. During 
the fiscal year ending June 30, 1938, the expend- 
itures in state pauper cases for such treatment 
were slightly over $100,000, which is 10 per cent 
of the entire cost of support of state paupers, and 
during the same year, about $30,000 was paid out 
for hospital treatment in emergency aid cases, 
mostly in the St. John River valley, and approxi- 
mately $10,000 for treatment of children com- 
mitted by the courts to the care of the state, and 
the expense to the state for medical attendance, 
medicines, surgery, nursing, and other items 
which may properly be classified as care of the 
indigent sick in these three groups, would add at 
least $50,000. These figures include treatment as 
poor relief for persons who cannot be classified as 
paupers because of military or naval service. 


The expense of maintaining the three tubercu- 
lar sanatoriums is about $432,000 per year, plus 
$45,000 for emergency tubercular work outside 
of these institutions. 


Beginning with 1933 and in accordance with 
the provisions of the Code Bill, so-called, appropri- 
ations for the various departments are made in 
lump sums, but are based on the individual esti- 
mates added together. Of course the result is the 
same as if separate appropriations were made, 
except that the Governor and Council may allot 
the general appropriations to meet the require- 
ments. 


We should not overlook the fact that in addi- 
tion to the amounts paid out by the state for 
treatment of the sick, cities and towns are paying 
large sums for such treatment for their city and 
town poor. Probably, $300,000 to $350,000 per 
year would be a fair estimate. As a rule, there: 
are about three city or town cases of this kind 
to every state case. 


Residence and Poor Relief 


Under the law in this state, a settlement is ac- 
quired by five years continuous residence in a city 
or town without poor relief during that period, 
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and is lost by five years continuous residence out- 
side of that city or town without such relief. Per- 
sons who lose their settlement in this way and 
require assistance at the public expense, become 
state charges, unless a new settlement is acquired 
in some other city or town. It follows, of course, 
that persons moving into this state from some 
other state or country and falling into distress 
inside ,of five years become state charges, and 
persons designated as transients come within this 
classification whenever they require relief. 


It should also be remembered that a consider- 
able amount of the money paid out by the state in 
the form of old-age assistance, aid to the blind and 
aid to dependent children is used for medical at- 
tendance and medicines. At the present time 
there are nearly 15,000 of these cases, and the 
medical expense would probably average not less 
than $3 per month in each case. 


In Conclusion 


Hospital patients, in any of the classes men- 
tioned herein, are placed in the wards as a gen- 
eral rule, and are treated according to the regular 
practice in the treatment of ward patients. They 


are not given any less consideration because their 
treatment is at the public expense or from funds 
which they receive as aid at the public expense. 


Of course the majority of persons outside of 
hospitals who require treatment as poor relief are 
under the care of the local overseers of the poor, 
and are given whatever treatment they require in 
the judgment of the overseers, no matter whether 
they are city or town charges or state charges. 


In many cases where families require assistance 
through the overseers of the poor, the need 
originates because of sickness or accident, neces- 
sitating immediate medical or surgical treatment, 
and the need for other forms of assistance, such 
as food, fuel, clothing, and housing, is likely to 
follow in short order. 


Probably sickness or accident is responsible for 
the need in more than one-half of the state cases, 
and it is reasonable to suppose that the same 
would be true in city and town cases. 


In many states, the counties have duties and 
responsibilities as to care of the poor, but it is 
not so in the State of Maine. 
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Voluntary Charitable Service 


Some of the appeals recently made for tax sup- 
port for voluntary hospitals assume that the care 
of the indigent sick is the undivided responsibility 
of the government. This assumption ignores the 
social and legal background and the financial 
status of voluntary hospitals. If the care of the 
indigent sick is exclusively a public function, how 
can the voluntary charitable hospital explain or 
defend its continued exercise of the privileges of 
tax exemption or its right to seek and dispense 
charitable gifts? These traditional privileges of 
voluntary hospitals have been utilized, upon the 
whole, with great public benefit, and my crit- 
icism, if criticism it can be called, is not of the 
voluntary hospital as such, but of a point of view 
which has been expressed by some of those who 
have assumed the right to speak for it. I firmly 
believe in the voluntary hospital and I cannot 
emphasize too strongly my desire to see it pre- 
served and strengthened. 


I challenge the assumption that voluntary hos- 
pitals, chartered for the purpose of dispensing 
charity, favored for many years by tax exemp- 
tion and other valuable privileges, the trustees 
in some instances of millions of substantial char- 
ity gifts, may reasonably and properly turn to the 
state or municipality and demand reimbursement 
from the public treasury for the entire cost of 
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in the Voluntary Hospitals 


their free work. A mutual assistance pact be- 
tween government and voluntary hospitals is 
another matter; all helpful forms of cooperation 
are both justifiable and desirable, but the help 
should be mutual, and the cooperation should not 
be such as to relieve or to deprive charitable in- 
stitutions of their proper functions or to discour- 
age their efforts to develop independent sources 
of support. 


Once more let me say that I am not urging 
that the voluntary hospital be deprived of gov- 
ernment support; but government support should 
not be carried to such extremes as to weaken or 
destroy the voluntary principle. It is the duty 
of the voluntary hospitals, by a sincere and vigor- 
ous effort, to muster for their support all of the 
resources of the community that are or properly 
can be made available. Only when all reasonable 
efforts toward self-support, whether by annual 
subscriptions, by periodic fund-raising campaigns, 
by sporadic gifts, or by the widest possible ap- 
plication of the principle of group periodic pay- 
ments by prospective patients have been ex- 
hausted, can the voluntary hospital legitimately 
turn to the government for aid. 

S. S. Goldwater, 
Commissioner of Hospitals, 
New York City 
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Prevailing Ratios of Personnel to Patients in 
Hospitals Offering General Care 


ELLIOTT H. PENNELL, JOSEPH W. MOUNTIN, M.D., and KAY PEARSON 


NE employee per patient represents the 
O approximate ratio prevailing in gen- 

eral and allied special hospitals' of the 
United States. There is no cause for wonder, 
then, that among the factors contributing to the 
costs of hospital care, personal service is one of 
the largest. This ratio is in reality minimal, for 
it takes into account only those employees who 
devote their entire time to hospital duties. The 
volunteer or paid worker who comes in for per- 
haps a few hours a week to assist in interview- 
ing clinic applicants, the special nurse who at- 
tends a hospitalized patient on a private duty 
basis, and the practicing physician who calls to 
treat his private patient or to contribute his ser- 
vices to indigents who have been hospitalized are 
among those rejected from this analysis, since 
their services are not comparable with those of 
full-time employees. . 


A Theoretical Hospital Unit 


The allocation of general and special hospital 
employees with various qualifications may be re- 
duced to its simplest form through the use of a 
sketch outlining a theoretical hospital unit served 
by one physician and the staff which supports 
him. This unit may, of course, be magnified to the 
point of showing relative staff composition for an 
institution of any size. Calculations on this speci- 
fied base show that for every hospital physician, 
whether he is an intern, a resident, or a regular 
staff physician, there is an average of twenty- 
one patients. Assisting him in caring for these 
patients are ten nurses, including both graduate . 
and students. If the fractions of individuals et. - 
gaged in technical and miscellaneous professional 
activities are assembled, the result expressed 
numerically is 1.3 persons. Likewise, if the frac- 
tions of employees who perform administrative 
and clerical duties for this hypothetical hospital 
unit are amalgamated, the outcome is 1.7 per- 


Presented at the Fortieth Annual Convention of the Ameri- 


can Hospital Association, Dallas, Texas, September 26-30, 1938. 
From the Division of Public Health Methods, National Institute 
of Health. Study conducted in connection with the National 
Health Inventory aided by the Works Progress Administration. 

“Special” hospitals, as used here, are those furnishing types 
of care which are closely identified with general medical and 
surgical service. These hospitals include maternity, convales- 
cence and rest, industrial, isolation, eye-ear-nose-throat, ortho- 
pedic, children’s, and others offering similar specialized types of 
care. Mental and tuberculosis hospitals and infirmary units of 
institutions are excluded. 
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sons. Completing the staff are ten additional 
workers, mainly orderlies or attendants along 
with cooks, custodians, chauffers, and others of 
nonprofessional rank. In all, this fictive staff 
consists of approximately twenty-four persons 
ready to serve a daily census of twenty-one pa- 
tients. 


But this average staff is a composite of all gen- 
eral and special hospital personnel. What vary- 
ing results occur in employee distribution if gen- 
eral and special hospitals are classified according 
to the agency in administrative control or to the 
bed capacity of the institution? Investigation of 
these questions led to selection of 1,000 patients 
as the baseline to which the number of hospital 
employees might be expediently related in the 
course of the comparative analysis. 


For the first inquiry, hospitals were divided 
into the governmental and nongovernmental. 
The former include those of Federal and of state 
or local control; the latter comprise those of non- 
profit and of proprietary management. From the 
Federal group were excluded all Army and Navy 
hospitals, as they appear atypical in matters of 
personnel, finance, and service. Established 
chiefly for defense purposes, they tend in times of 
peace to be somewhat overstaffed and under- 
occupied. Only hospitals operated by the Veterans 
Administration, by the Public Health Service, and 
by the Interior Department are contained in the 
nenmilitary Federal group presented in this dis- 
cussion of personnel. 


Government Hospitals Operate with Smaller 
Forces than do the Voluntary 


The analysis disclosed that governmental hos- 
pitals operate with smaller forces than do the 
voluntary. (See figure 1) Roughly, 700 em- 
ployees per 1,000 patients are provided by Fed- 
eral institutions and 800 per 1,000 by other gov- 
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ernmental hospitals; in contrast with these are 
the 1,000 employees supplied by the proprietary 
group and the 1,400 per 1,000 patients by the non- 
profit. When for the second point of inquiry 
these hospitals were separated according to bed 
capacity rather than to administrative agency, it 
was found that small hospitals, those with 50 
beds or less, list on their personnel rolls slightly 
less than 900 full-time employees for 1,000 pa- 
tients, whereas the more capacious ones average 
close to 1,200 for the established patient unit. 
As part-time workers are more frequently em- 
ployed in hospitals of lesser size, it may be as- 
sumed that they serve to augment in very slight 
measure the somewhat restricted forces of the 
small institutions. The greater variety of ser- 
vices usually associated with hospitals larger in 
hed capacity probably accounts for the higher 
personnel ratio describing them. 


Full-time Physicians 


Isolation of the several classes of employees 
serves to identify peculiarities inherent in the 
staff composition of hospitals operated by dif- 
ferent control groups. (See figure 2) For a 
constant average number of patients, nonprofit 
institutions exceed all others in the total number 
of full-time physicians which they employ. In 
reality, only a few of these physicians are salaried 
ones, a term which for convenience is used to dis- 
tinguish the regular paid staff members from the 
interns and residents. It is nonprofit hospitals, 
in particular, that afford training opportunities 
for those seeking supervised experience. Whereas 
such institutions employ only 10 salaried phy- 
sicians per 1,000 patients, they appoint 45 interns 
and residents. Next to the nonprofit stand Fed- 
eral hospitals, in relative number of physicians 
employed. Almost without exception physicians 
serving in nonmilitary Federal hospitals are 
salaried ones. The presence of a rather large con- 
tingent of salaried physicians may in some degree 
be attributed to the fact that within Federal cen- 
ters practically all medical service is rendered 





by doctors appointed on a whole-time basis, while 
in hospitals under other management a consider- 
able proportion of the cages may be served by phy- 
sicians who receive no compensation from the hos- 
pital for the services they perform, and thus are 
not enumerated for this analysis. Dropping much 
lower than Federal and nonprofit institutions, 
those operated by state or local governments and 
by proprietary agencies accord rather closely in 
their rates showing physician employment. With- 
in each group, it happens that interns are more 
numerous than salaried physicians and that 
resident physicians also constitute an appreciable 
fraction of the medical staff. 


Full-time Nurses 


Full-time nurses in Federal hospitals are com- 
paratively less numerous than those in institu- 
tions of other control. Just as most of the phy- 
sicians in Federal centers are of the so-called 
salaried group, so the nurses are nearly al- 
together graduate ones and draw full compensa- 
tion. 


State, county, and city hospitals employ more 
than twice as many nurses as the Federal, a little 
above one-third of them, however, being students. 
Outstanding in the provision of nursing person- 
nel are the voluntary hospitals. On a patient 
base, their graduate nurses alone more than 
equal the entire nursing corps of governmental 
institutions. Proprietary hospitals employ for 
1,000 patients close to 500 nurses, of whom every 
third one is a student. Employment of nurses 
reaches its peak among hospitals operated by non- 
profit organizations which supply 620, about 
three-fifths of them students, per 1,000 patients. 
Since the services of graduate and of student 
nurses are somewhat disparate, there is reason 
for differentiating the two classes. Student nurses, 
especially those in the initial stages of train- 
ing, are often far removed in type of service from 
the technique practiced by graduates. In fact, 
only part of the student nurse’s time is given to 
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Figure 1—Estimated number of full-time employees per 1,000 patients in registered general and special (excluding mental, 
tuberculosis, and institutional) hospitals of different control 
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Figure 2—Estimated number of full-time employees per 1,000 natients, according to position of employees, in registered 
general and special (excluding mental, tuberculosis, and institutional) hospitals of different control 


care of patients; the remainder is required for 
class work and study. Exclusion of student nurses 
from the totals decidedly levels the nurse-patient 
ratios applying to hospitals of different control 
classification. 


Technicians and other Professional Employees 


The third group, technicians and other pro- 
fessional employees, is composed principally of 
persons working as diagnostic or therapeutic 
aids in laboratories and physiotherapy rooms. 
Within the group are also such individuals as 
medical social workers, librarians, and dietitians. 
Hospitals owned by nonprofit bodies far more fre- 
quently provide personnel with these specialized 
abilities than do the institutions dependent upon 
other means of support. Arraying hospitals ac- 
cording to size clearly indicates that the larger 
the bed capacity, the higher the technician-pa- 
tient ratio. This fact is more obvious in regard 
to the technician class than to any other type of 
employee. In smaller hospitals physicians may 
perform the more specialized types of technical 
jobs, certain nonprofessional persons may under- 
take the work, or the need for such services may 
be met by referring the tasks to other agencies; 
however, there are no immediately available data 
on this point. 
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Administrative and Clerical Employees 


Although the administrative and clerical em- 
ployees, as used in this classification, are chiefly 
nonprofessional, certain exceptions occur among 
them inasmuch as administrators may fall within 
one of the technical categories used for this 
analysis. Regardless of their professional status, 
directors are herein leagued with this fourth type 
since they are assumed to be more occupied with 
executive matters than with direct care of pa- 
tients. Officials and clerks are employed on a small- 
er scale in governmental hospitals than in non- 
governmental; the tax-supported limit themselves 
to approximately 50 such employees per 1,000 pa- 
tients while the voluntary avail themselves of the 
services of almost 100. The small provision of 
executive and clerical personnel in governmental 
hospitals may be supplemented to some degree by 
centralized administration and by employees in 
admitting bureaus and social service agencies who 
are not allocated to the hospitals that they serve. 


Orderlies and Other Nonprofessional Employ 


The remaining nonprofessionals are in large 
part concerned with hospital maintenance. With 
them are grouped, of course, orderlies, attendants, 
and ward helpers. Altogether, this fifth class is 
slightly more numerous than that of nurses. Its 
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total members appear in fairly equal proportions 
in all control groups except the nonprofit where 
they, like nurses, are especially numerous. 


In the hypothetical hospital unit taken to 
represent the average situation, it will be re- 
membered that with one full-time physician as 
a nucleus there are assembled twenty-one pa- 
tients, and the equivalent of ten nurses, one 
technician, two administrative and clerical em- 
ployees, and ten nonprofessional laborers. In 
view of the foregoing discussion, how do variants 
compare with the average staff? If the nuclear 
physician is stationed in a nonmilitary Federal 
hospital, he, like the average of his type, attends 
twenty-one patients; but the staff associated with 
him is in each instance less than that of the aver- 
age physician, the sparsity of nurses being espe- 
cially pronounced. If he happens to be located in 
a state, county, or city hospital, he has more 
patients to serve with an even more generally 
reduced staff. In a nonprofit institution he is prob- 
ably most favorably situated from the standpoint 
of adequate personnel, because the entire staff, 
the nursing sector in particular, is much larger 
than that of any other control division. The gross 
ratio of patients to physicians who are designated 
as salaried ones is large in proprietary hospitals, 
and the classes of miscellaneous professional and 
of miscellaneous nonprofessional employees fall 
considerably below the average for all general and 
special hospitals. The physician serving in a pro- 
prietary hospital will find there, however, a nurs- 
ing staff above medium size which incorporates 
the highest proportion of graduate nurses em- 
ployed by any control group. 


Payroll Cost per Patient-Day 


In order that these personnel-patient ratios 
may be more meaningful, they have been trans- 
lated into expenditure figures as represented by 
payroll costs. The unit selected for comparative 
purposes is payroll cost per patient-day, an 
amount that was obtained by dividing the average 
number of patients into the average daily payroll 
allotted to full-time employees. Since part-time 
workers are excluded from the personnel selected 
for this analysis, the salaries paid to these em- 
ployees are likewise excluded from payroll costs. 
Actually, the compensation for part-time service 
amounts to less than 3 per cent of the aggregate 
salaries for both full-time and part-time workers. 


It should be pointed out that payroll cost as 
presented here is not an expression of total per- 
sonnel costs; it is merely a statement of cash ex- 
penditure for salaries. A great number of hospi- 
tal employees are afforded maintenance in addi- 
tion to their stipulated salaries, and this mainte- 
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nance cost, according to instructions used in the 
Census, was not included in the salary reported 
by the hospital. Hence, to estimate the per diem 
cost of service rendered by paid personnel, it is 
necessary to add to the quoted figure a sum repre- 
senting daily maintenance cost for that sector of 
the personnel that is granted such an allowance 
in addition to specified salaries. 


Included among the full-time personnel dis- 
cussed herein are a number of employees, prin- 
cipally student nurses, interns, and resident 
physicians, who receive no remuneration other 
than maintenance. Constituting less than 15 per 
cent of the total full-time group, they absorb but 
a minor fraction of the total expenses devoted to 
payroll and employee maintenance in general and 
allied special hospitals. 


Before considering the payroll allotments pe- 
culiar to hospitals of different control, it may be 
of interest to determine the proportion of the 
entire expense volume which is devoted to sal- 
aries of employees. For general and special hos- 
pitals as a whole, it was found that one-half of all 
expenditures are used for payroll purposes. 


Average Payroll Cost per Patient-Day 


For each patient in an average general and 
special hospital, the payroll cost per day is $2.16 
for full-time workers. (See figure 3.) It may be 
added that according to reported costs it is esti- 
mated that this figure is increased by from one- 
third to one-half if all expenses for employee 
maintenance are included. Among the factors 
conducive to variation in payroll costs in hospitals 
of the several control groups are unequal salary 
levels, diversified types of personnel, and different 
proportions of persons who, though not on the 
payroll, contribute their services. The extremes 
of payroll cost per patient-day occur in the gov- 
ernmental groups, the nonmilitary Federal rank- 
ing highest with a cost of $2.92 and the state, 
county, and city institutions lowest with a cost of 
but $1.70. In intermediate positions are volun- 
tary hospitals, the nonprofit paying $2.32 and the 
proprietary, $1.84. This means, of course, that 
institutions of Federal and of nonprofit control 
are above average in salary expenditure per 
patient; the other two classes below average. 


Payroll Cost per Patient-Day for Physicians Only 


In regard to payroll cost per patient-day for 
physicians alone, the two groups of governmental 
hospitals again occupy extreme positions—the 
Federal spending $.48, the other governmental 
only $.08. It must be remembered that in Federal 
centers all costs for medical service are borne by 
the institution, whereas in hospitals supported by 
other agencies fees for medical attendance are 
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TECHNICIANS AND ADMINISTRATIVE ORDERLIES AND OTHER 
OTHER PROFESSIONAL AND CLERICAL 
EMPLOYEES 


NONPROFESSIONAL 


EMPLOYEES EMPLOYEES 


V77772| NONPROFIT 
C_) PROPRIETARY 


Figure 3—Estimated payroll cost per patient-day for full-time employees. according to position of employees, in registered 
general and special (excluding mental, tuberculosis, and institutional) hospitals of different control 


often settled directly by the patient or the physi- 
cian sometimes contributes his services to charity 
cases. Furthermore, in Federal centers an excep- 
tionally high proportion of full-time salaried 
physicians is maintained; interns and residents 
are rarely employed therein as compared with 
hospitals operated by other agencies. Although 
the physician-patient ratio is highest in non- 
profit institutions, the cost figure per patient-day 
is next to the lowest, probably because of the 
many low-paid interns and residents who receive 
training in this type of hospital. Physician costs 
per capita-day chargeable to the hospital are of 
close range among institutions owned by non- 
profit and proprietary organizations and by state 
and local governments, the level of each group 
being decidedly lower, of course, than that of the 
nonmilitary Federal hospitals. 


Uniformity of Pay-roll Costs per Patient-Day for 
Full-time Nurses 


In the case of full-time nurses, salary costs are 
remarkably uniform among the four classes of 
hospitals grouped according to administrative 
control. Variations from the average figure of 
$.61 per patient-day do not in any instance exceed 
$.10. Some slight reflection of employment rates 
is evident inasmuch as costs for governmental 
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hospitals with low nurse-patient ratios are 
smaller than those for the nongovernmental with 
rather high nurse ratios. Proprietary hospitals 
with a large proportion of graduate nurses reveal 
the greatest payroll costs per patient-day. A re- 
versal of the proportionate distribution of gradu- 
ate and student nurses within hospitals main- 
tained by nonprofit associations serves to reduce 
salary costs therein, despite the fact that the 
nurse-patient ratios reach the maximum in these 
institutions. 


The fractions of the payroll allocated to tech- 
nicians and other professional personnel are 
rather small. When these employees are consid- 
ered as a body, the figure showing payroll cost 
per patient-day is $.21, an amount that exceeds 
only one other average, that for physicians. With 
equal salary expenditures per patient, nonprofit 
and Federal hospitals, excluding as usual the 
military, spend approximately twice as much for 
compensation of technicians as do proprietary 
and other governmental hospitals. 


Administrative and clerical employees, like 
nurses, show no great divergence in the relative 
amounts which they receive from the various 
groups of hospitals classified by control. Payroll 
costs per patient-day accord very closely with the 
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distribution of these employees among the several 
control classes. Lowest in the tax-supported and 
highest in the voluntary hospitals, costs for ad- 
ministrative and clerical personnel are primarily 
a product of the basic organization of the two 
kinds of hospitals. 


Largely because of their number, orderlies and 
other nonprofessional employees are paid a 
greater part of the salary allotment than is any 
other single class of workers. One exception 
occurs in the instance of proprietary hospitals 
which expend the greatest proportionate sum for 
remuneration of nurses. The several costs for 
this nonprofessional group show no consistency, 
varying as they do from $1.36 per patient-day in 
nonmilitary Federal hospitals to $.52 in propri- 
etary. Among governmental institutions this 
class of workers accounts for almost half of the 
total payroll expenditure; in the voluntary it is of 
less consequence. 


Summary 


By way of summary, it may be said that each 
control group of hospitals pays to nurses and to 
orderlies and nonprofessional workers the greater 
part of the sums devoted to salaries. It happens 
that voluntary hospitals with the highest number 
of employees per patient hold an intermediate 
position in payroll costs per patient-day. Insti- 








tutions operated by state and local governments, 
with next to the lowest number of employees per 
patient, display the lowest payroll cost. On the 
other hand, nonmilitary Federal hospitals with a 
minimum personnel-patient ratio show the max- 
imum salary expenditure per patient-day. 


In the interpretation of figures which portray 
the personnel and payroll structure of hospitals 
as related to patients, particular care must be 
exercised since the factors that influence distri- 
bution are not only numerous but often obscure. 
Reasons for certain situations may extend beyond 
such apparent matters as size, location, or source 
of income. The larger hospitals of voluntary 
agencies and of state and local governments save 
in payroll costs through the presence of persons 
acquiring experience under supervision. Many of 
the smaller proprietary hospitals are an integral 
part of private medical practice. At the other 
extreme in the scheme of organization are the 
nonmilitary Federal hospitals which render serv- 
ice almost exclusively through full-salaried em- 
ployees. Type of specialized service featured by 
the hospital, demands for various kinds of em- 
ployees, professional qualifications and pay status 
of these employees, availability of supplementary 
personnel such as practicing physicians, are a few 
of the factors that must be weighed before com- 
parisons are made and conclusions are reached. 
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At the Crossroads 


For the past three and one-half years, with mis- 
givings, we have been watching the curve of ward 
patient-days gradually drop and the curve of 
private patient-days rise. For many years previ- 
ously the ratio of ward to private patient-days 
had been almost constantly 2:1. On September 30, 
1938, for the first time in the history of the hos- 
pital, the private patient-days for the previous 
twelve months exceeded the ward patient-days 
(Private, 49,461; Ward, 49,421; Total, 98,882). 
What may be the significance of this change in 
trends? 


This kind of care given ward patients sets the 
standards for a hospital. Here medicine is prac- 
ticed in its purest form both as an Art and a Sci- 
ence being less hampered by interference of vari- 
ous sorts. We have often said, somewhat face- 
tiously yet with basic truth—that we wished pri- 
vate patients could receive as good medical care 
as ward patients! 


Aside from setting the standards of institu- 
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tional practice the ward service plays the most 
important part in the training of young physi- 
cians. Hospitals with small or poorly managed 
ward services offer little attractions to interns. 
Since the interns of today are the community 
physicians of tomorrow, society has an important 
interest at stake in the training of interns. 


In view of the fact that the period referred to 
embraces the lifespan of group hospital insurance 
in Rochester, inevitably the question arises 
whether there is any casual relationship between 
the two. Actually the beginning of these trends 
slightly antedated the establishment of hospital 
insurance but most of the change has paralleled 
the spread of insurance. The Hospital Service 
Corporation states that insurance has transferred 
14 per cent of the ward patients to the private 
wards. Thus hospital insurance has been one fac- 
tor—but evidently not a major one—in determin- 
ing these trends.—News Letter, Rochester Gen- 
eral Hospital. 
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The Physics of Humidity Control 


W. P. MORRILL, M.D. 


has brought in rather common use a set of 

technical terms which previously were used 
and understood by engineers only. These terms 
are based on data and computations which, to 
the average layman, are rather complicated but 
which he must understand if he is to give intelli- 
gent consideration to air conditioning problems. 


Sensible heat, British Thermal Unit (BTU), 
latent heat, dry bulb temperature, wet bulb tem- 
perature, dew point, and relative humidity are 
the terms which concern the layman most. 


Tos growing importance of air conditioning 


British thermal unit is the unit of measure of 
heat, and is the amount of heat required to raise 
the temperature of one pound of water 1° F. 


Latent Heat—A large amount of energy in the 
form of heat is required to convert any substance 
from a solid to a liquid or from a liquid to a va- 
por. This is referred to as latent heat. Thus, it 
requires 180 BTU to raise the temperature of one 
pound of water from 32° F., the freezing point, 
to 212° F., the boiling point, but it requires 971 
BTU to convert that same pound of water at 
212° F. into steam at 212° F.—thus, the latent 
heat of vaporization of water is 971 BTU. 


Sensible heat is the temperature as registered 
by the ordinary mercury thermometer exposed 
to the surrounding air. This is referred to as 
dry bulb temperature. If, however, the bulb of 
a similar thermometer is wetted in such a manner 
as to permit free circulation of air around the 
bulb, and the thermometer is moved through the 
air rapidly so as to increase the evaporation rate, 
the water on the wick in contact with the ther- 
mometer bulb will continue to evaporate so long 
as the air is drier than the wick. Part of the 
energy (latent heat) required to evaporate this 
water is drawn from the bulb of the thermometer, 
and the wet bulb thermometer will therefore reg- 
ister a temperature lower than the dry bulb ther- 
mometer which is not subject to this loss of heat. 
Since the rate of loss of heat by the wet bulb 
thermometer increases in direct proportion to the 
difference between its own humidity and the hu- 
midity of the room air the difference in the read- 
ings of the two thermometers provides a meas- 
ure of the humidity of the air. The ratio be- 
tween the actual amount of water vapor in the 
air and the total amount which air at that tem- 
perature is capable of holding without precipita- 
tion is referred to as relative humidity. 
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Dew Point is expressed in degrees of tempera- 
ture and indicates the temperature at which a 
given amount of contained vapor would saturate 
the air and any reduction of temperature would 
result in precipitation or dew. 


The control of the amount of humidity in the 
air is brought about either by the absorption of 
the water contained in the air by hygroscopic 
substances, or by chilling the air to such a tem- 
perature that the excess moistyre is precipitated 
out and then by rewarming the air to the desired 
temperature. Thus, one pound (13.35 cu. ft.) of 
air at a temperature of 70° F. is capable of carry- 
ing 110.5 grains of water vapor. But air at 
51° F. is capable of carrying only 55.52 grains 
of water vapor. If air is saturated with water 
vapor at some temperature above 51° F. and then 
cooled to 51° F. all vapor in excess of this 55.52 
grains per pound of air will be precipitated as 
water (dew point). If then this air carrying 
55.52 grains per pound is heated up to 70° F., it 
is apparent that it will have only one-half as much 
water vapor as it is capable of carrying, i. e., it 
has a relative humidity of 50 per cent. 


In considering the effects of humidity on the 
human body, the skin must be considered as a 
radiator to remove excess heat produced in the 
body. This reduction occurs by the evaporation 
of the perspiration of the skin—an animate wet 
bulb so to speak. The amount of cooling depends 
upon the rate of evaporation, and this, in turn, 
depends upon the difference between the humid- 
ity of the air and the humidity of the surface of 
the body. The higher the humidity of the air, the 
slower the evaporation rate, and therefore the 
less the amount of heat removed from the body 
as latent heat of vaporization. Thus, an increase 
in the relative humidity in the air permits a low- 
ering of the temperature of the air without any 
change in the sense of comfort experienced by 
the room occupant. 


Air Movement—Another item to be considered 
is the fact that air not in motion is in itself an 
insulator. A heated object in still air, the human 
body for instance, tends to insulate itself in a 
blanket of air approaching the temperature of 
the heated unit. If, however, the surrounding 
air is set in motion, this movement tends to 
break up the insulating air layer and thus to 
increase the rate of absorption of heat from the 
body and its resultant cooling. 
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Preparation of Safe Parenteral Solutions 


by Hospitals 


N. A. WILHELM, M.D. 


use of intravenous solutions has been the 

cause of much worry to hospital superin- 
tendents. These reactions vary from mild nau- 
sea, vomiting and diarrhea to a marked fall in 
blood pressure together with cyanosis and even 
death. Little wonder then that hospitals not affil- 
iated with teaching centers have hesitated and 
even resisted the use of this important therapeu- 
tic measure. But little support has been had in 
these instances from the staff, for clinicians still 
persist in adhering to numerous theories regard- 
ing the etiology of reactions. The quantity of 
solutions, the temperature, rate of injection, hy- 
drogen ion concentration, and impurities from 
rubber and glassware have each in turn been ac- 
cused. The real etiological cause, according to 
Walter and other investigators,’ is either pyro- 
genic substance produced by bacteria growing in 
old distilled water, unsealed solutions, or “‘leeched 
out” from protein residues in rubber tubing or 
needles. Such residues may accumulate due to 
bacterial growth in the residual solution left in 
the tubing at the end of an infusion or by the 
influx of blood into the tubing. Careful research 
work has definitely established that there are but 
two fundamental requisites for a safe supply of 
parenteral fluids—an unlimited source of freshly 
distilled water and centralized responsibility for 
cleanliness in the preparation of the solutions 
and apparatus. 


Tv PROBLEM of reactions following the 


During recent years there appeared on the mar- 
ket commercially prepared sterile solutions for 
the administration of parenteral fluids. While 


this was a step in the right direction, there re- 


mains the danger attached to decentralized re- 
sponsibility for cleanliness of the apparatus. 
Safely distilled water and proper cleaning of ap- 
paratus is expensive. Large amounts of distilled 
water are required in the cleansing technique. 


A method of establishing a safe, inexpensive, 
readily available supply of fluid for intravenous 
injections has been worked out at the Peter Bent 
Brigham Hospital by Dr. Carl W. Walter, who 
perfected a system of hospital prepared solu- 
tions. This procedure has been adopted by But- 


1Walter, Carl W.; Preparation of Safe a Roetienn, 
Surgery, Gynecology and Obstetrics, Nov., 1936, 643-6 
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terworth Hospital and we feel that any hospital 
large enough to maintain a full-time pharmacist 
can safely install this system. 


The Central Supply Room 


The central supply room is where all parenteral 
solutions are made up and where the equipment 
for dispensing it to the patient is sterilized and 
set up for use. 


The most important point in the preparation of 
safe solutions is fixing responsibility on the per- 
son in charge of this room. This individual need 
not be a nurse nor even a skilled technician. The 
person chosen is directly responsible to the nurse 
in charge of the operating rooms, who supervises 
and checks the work. 


While desirable, it is not necessary that a su- 
perintendent know such technicalities as adequate 
baffles, traps, refluxing condensers, or deconcen- 
trating tubes. But what should be known is 
whether the still in use is producing safely dis- 
tilled water. The only way to determine whether 
the present still is efficient is to place a fresh 
sample in a sterilized glass container and ship 
immediately to a firm of competent chemical an- 
alysts who will then furnish a detailed bacterio- 
logical and chemical report. 


The following list illustrates the amount and 
type of equipment needed for a 250-bed hospital: 


Equipment for Preparation of Solutions 


An adequate still 

Twelve gallon Pyrex carboy 
Three burettes of 300 cc. capacity 
Jenne filter 17 G 4 for saline 
Jenne filter 17 G 3 for dextrose 
Pyrex flasks (1500 cc.), 8 dozen 
Pyrex flasks (2000 cc.), 8 dozen 
Rubber bushing, 1 gross 

Stainless steel stoppers, 1 gross 
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The Physics of Humidity Control 


W. P. MORRILL, M.D. 


has brought in rather common use a set of 

technical terms which previously were used 
and understood by engineers only. These terms 
are based on data and computations which, to 
the average layman, are rather complicated but 
which he must understand if he is to give intelli- 
gent consideration to air conditioning problems. 


Sensible heat, British Thermal Unit (BTU), 
latent heat, dry bulb temperature, wet bulb tem- 
perature, dew point, and relative humidity are 
the terms which concern the layman most. 


Tos growing importance of air conditioning 


British thermal unit is the unit of measure of 
heat, and is the amount of heat required to raise 
the temperature of one pound of water 1° F. 


Latent Heat—A large amount of energy in the 
form of heat is required to convert any substance 
from a solid to a liquid or from a liquid to a va- 
por. This is referred to as latent heat. Thus, it 
requires 180 BTU to raise the temperature of one 
pound of water from 32° F., the freezing point, 
to 212° F., the boiling point, but it requires 971 
BTU to convert that same pound of water at 
212° F. into steam at 212° F.—thus, the latent 
heat of vaporization of water is 971 BTU. 


Sensible heat is the temperature as registered 
by the ordinary mercury thermometer exposed 
to the surrounding air. This is referred to as 
dry bulb temperature. If, however, the bulb of 
a similar thermometer is wetted in such a manner 
as to permit free circulation of air around the 
bulb, and the thermometer is moved through the 
air rapidly so as to increase the evaporation rate, 
the water on the wick in contact with the ther- 
mometer bulb will continue to evaporate so long 
as the air is drier than the wick. Part of the 
energy (latent heat) required to evaporate this 
water is drawn from the bulb of the thermometer, 
and the wet bulb thermometer will therefore reg- 
ister a temperature lower than the dry bulb ther- 
mometer which is not subject to this loss of heat. 
Since the rate of loss of heat by the wet bulb 
thermometer increases in direct proportion to the 
difference between its own humidity and the hu- 
midity of the room air the difference in the read- 
ings of the two thermometers provides a meas- 
ure of the humidity of the air. The ratio be- 
tween the actual amount of water vapor in the 
air and the total amount which air at that tem- 
perature is capable of holding without precipita- 
tion is referred to as relative humidity. 
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Dew Point is expressed in degrees of tempera- 
ture and indicates the temperature at which a 
given amount of contained vapor would saturate 
the air and any reduction of temperature would 
result in precipitation or dew. 


The control of the amount of humidity in the 
air is brought about either by the absorption of 
the water contained in the air by hygroscopic 
substances, or by chilling the air to such a tem- 
perature that the excess moistyre is precipitated 
out and then by rewarming the air to the desired 
temperature. Thus, one pound (13.35 cu. ft.) of 
air at a temperature of 70° F. is capable of carry- 
ing 110.5 grains of water vapor. But air at 
51° F. is capable of carrying only 55.52 grains 
of water vapor. If air is saturated with water 
vapor at some temperature above 51° F. and then 
cooled to 51° F. all vapor in excess of this 55.52 
grains per pound of air will be precipitated as 
water (dew point). If then this air carrying 
55.52 grains per pound is heated up to 70° F., it 
is apparent that it will have only one-half as much 
water vapor as it is capable of carrying, i. e., it 
has a relative humidity of 50 per cent. 


In considering the effects of humidity on the 
human body, the skin must be considered as a 
radiator to remove excess heat produced in the 
body. This reduction occurs by the evaporation 
of the perspiration of the skin—an animate wet 
bulb so to speak. The amount of cooling depends 
upon the rate of evaporation, and this, in turn, 
depends upon the difference between the humid- 
ity of the air and the humidity of the surface of 
the body. The higher the humidity of the air, the 
slower the evaporation rate, and therefore the 
less the amount of heat removed from the body 
as latent heat of vaporization. Thus, an increase 
in the relative humidity in the air permits a low- 
ering of the temperature of the air without any 
change in the sense of comfort experienced by 
the room occupant. 


Air Movement—Another item to be considered 
is the fact that air not in motion is in itself an 
insulator. A heated object in still air, the human 
body for instance, tends to insulate itself in a 
blanket of air approaching the temperature of 
the heated unit. If, however, the surrounding 
air is set in motion, this movement tends to 
break up the insulating air layer and thus to 
increase the rate of absorption of heat from the 
body and its resultant cooling. 
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Preparation of Safe Parenteral Solutions 
. by Hospitals 


N. A. WILHELM, M.D. 


use of intravenous solutions has been the 

cause of much worry to hospital superin- 
tendents. These reactions vary from mild nau- 
sea, vomiting and diarrhea to a marked fall in 
blood pressure together with cyanosis and even 
death. Little wonder then that hospitals not affil- 
iated with teaching centers have hesitated and 
even resisted the use of this important therapeu- 
tic measure. But little support has been had in 
these instances from the staff, for clinicians still 
persist in adhering to numerous theories regard- 
ing the etiology of reactions. The quantity of 
solutions, the temperature, rate of injection, hy- 
drogen ion concentration, and impurities from 
rubber and glassware have each in turn been ac- 
cused. The real etiological cause, according to 
Walter and other investigators,’ is either pyro- 
genic substance produced by bacteria growing in 
old distilled water, unsealed solutions, or “leeched 
out” from protein residues in rubber tubing or 
needles. Such residues may accumulate due to 
bacterial growth in the residual solution left in 
the tubing at the end of an infusion or by the 
influx of blood into the tubing. Careful research 
work has definitely established that there are but 
two fundamental requisites for a safe supply of 
parenteral fluids—an unlimited source of freshly 
distilled water and centralized responsibility for 
cleanliness in the preparation of the solutions 
and apparatus. 


Tv PROBLEM of reactions following the 


During recent years there appeared on the mar- 
ket commercially prepared sterile solutions for 
the administration of parenteral fluids. While 
this was a step in the right direction, there re- 
mains the danger attached to decentralized re- 
sponsibility for cleanliness of the apparatus. 
Safely distilled water and proper cleaning of ap- 
paratus is expensive. Large amounts of distilled 
water are required in the cleansing technique. 


A method of establishing a safe, inexpensive, 
readily available supply of fluid for intravenous 
injections has been worked out at the Peter Bent 
Brigham Hospital by Dr. Carl W. Walter, who 
perfected a system of hospital prepared solu- 
tions. This procedure has been adopted by But- 


Walter, Carl W.; Preparation of Safe Intravenous Solutions, 
Surgery, Gynecology and Obstetrics, Nov., 1936, 643-646. 
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terworth Hospital and we feel that any hospital 
large enough to maintain a full-time pharmacist 
can safely install this system. 


The Central Supply Room 


The central supply room is where all parenteral 
solutions are made up and where the equipment 
for dispensing it to the patient is sterilized and 
set up for use. 


The most important point in the preparation of 
safe solutions is fixing responsibility on the per- 
son in charge of this room. This individual need 
not be a nurse nor even a skilled technician. The 
person chosen is directly responsible to the nurse 
in charge of the operating rooms, who supervises 
and checks the work. 


While desirable, it is not necessary that a su- 
perintendent know such technicalities as adequate 
baffles, traps, refluxing condensers, or deconcen- 
trating tubes. But what should be known is 
whether the still in use is producing safely dis- 
tilled water. The only way to determine whether 
the present still is efficient is to place a fresh 
sample in a sterilized glass container and ship 
immediately to a firm of competent chemical an- 
alysts who will then furnish a detailed bacterio- 
logical and chemical report. 


The following list illustrates the amount and 
type of equipment needed for a 250-bed hospital: 


Equipment for Preparation of Solutions 


An adequate still 

Twelve gallon Pyrex carboy 
Three burettes of 300 cc. capacity 
Jenne filter 17 G 4 for saline 
Jenne filter 17 G 3 for dextrose 
Pyrex flasks (1500 cc.), 8 dozen 
Pyrex flasks (2000 cc.), 8 dozen 
Rubber bushing, 1 gross 

Stainless steel stoppers, 1 gross 
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Pyrex Jar used as Acid Dump; Jars for Small Glass- 
ware; Flasks; Drainboard; and Storage Bottle 
for Filling Flasks 


Vent tubes, 6 dozen 

Hour glass needle holders, 6 dozen 

Glass adapters, 6 dozen 

Rubber tubing, 500 feet 

Metal tags, 1 gross 

Aluminum pans, Wearever 243 A, for dis- 
tributing assembled apparatus, 1 gross 

Metric solution balance 

Chemicals and miscellaneous equipment as 
required 


Equipment for Cleaning 


Pyrex carboy to hold 12 gallons of acid 
cleaning solution 

Two burettes of 300 cc. 

Stainless steel trays 

Stainless steel hopper 

Stainless steel basins to boil tubing and caps 

Miscellaneous, as glass connecting tubes, rack 
for draining flasks, etc. 


New rubber must be treated to remove the 
“bloom.” After washing in soapy water and rins- 
ing the rubber is placed in a 5 per cent sodium 
carbonate solution in an autoclave at 250 de- 
grees F. for 30 minutes. The rubber, after cool- 
ing, is then rinsed with 1 per cent hydrochloric 
acid followed by distilled water until the rinse is 
neutral to litmus paper. Great care must be ex- 
ercised to see that the inside of the tubing is 
filled during treatment and rinsing, otherwise the 
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inner surface which comes in contact with the 


- parenteral fluid will not have been properly 


treated. 


All glassware used is washed with soapy water 
and rinsed with tap water. The flasks are then 
filled with a cleaning fluid compound of 10 per 
cent potassium dichromate in 10 per cent sul- 
phuric acid and must stand for twelve hours. 
Caution must be exercised to have flasks filled to 
the very top. The fluid is poured off and the 
glassware rinsed thoroughly with eight successive 
small quantities of distilled water. The glass- 
ware is inverted to drain and must be used within 
two hours or re-cleaned. The vent tubes, needle 
adapters and holders, filters and burettes must 
be put through the same routine, using suitable 
glass or stainless steel containers to hold the 
acid. 


Clean needles without stylets are placed in the 
hour glass tubes and the ends plugged with loose 
cotton. The needles, tubing and vent tube are 
placed in aluminum pans wrapped in double thick 
muslin and autoclaved for twenty minutes at 250° 
F. If the sets are not used in ten days they must 
be re-sterilized. 


Preparation of Solutions 


Isotonic sodium chloride (0.85 per cent) is pre- 
pared from a fresh stock solution made by add- 
ing distilled water to 170 grams of chemically 
pure sodium chloride previously weighed out in a 
counterbalanced flask until a net weight of 1,108 
grams has been reached. The flask is stoppered 
with a clean rubber stopper and shaken until so- 
lution is complete. This stock solution is then 
filtered through a fritted glass filter (Jenne 17 
G-4) with the aid of suction directly into a 300 
cubic centimeter Pyrex burette. Fifty cubic cen- 
timeters of the filtrate are measured into a coun- 
terbalanced thick walled Pyrex flask and distilled 
water is added to a net weight of 1,049 grams. 
A clean rubber bushing is fitted into the mouth 
of the flask, its skirt turned down and the chan- 
nel stem of the steel stopper is partially inserted 
into the bushing. The channel in the stem pro- 
vides for the escape of air and steam during ster- 
ilization. The solutions are sterilized immediately 
in an autoclave at 250° F. for twenty minutes. 
After sterilization the autoclave is shut off and 
the door is not opened until the temperature has 
cooled to 200° F. In this way, concentration of 
solution resulting from the ebullition of steam 
that follows sudden relief of pressure is avoided. 
As the flasks are removed, the steel stoppers are 
pushed in to complete the seal. 


Sufficient vacuum forms during the cooling to 
produce a water hammer when the flask is jarred, 
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thus providing a ready check on the sterility of 
the solution. If the autoclave pressure has been 
reduced too soon, the hiss of the steam as it 
rushes through the channel in the steel stopper 
warns the operator the solutions have been 
spoiled. The sterile sealed solutions can be stored 
indefinitely without impairing their value as safe 
parenteral fluids. 


The Distribution and Set-Up for Use on the Ward 


Having written orders for the administering 
of paranteral fluid, the nurse in charge at 
once makes out a requisition for the neces- 
sary solution and for a clysis or intravenous 
set. This is sent to the central supply room 
where the requisition is filled. Arriving at the 
bedside, the house officer is responsible for open- 
ing the sets and checking the sterility of the so- 
lution by obtaining a “water hammer” check when 
the flask is jarred. The stainless steel stopper is 
then removed by a rotary twisting motion and 
the Pyrex vent tube is inserted. The flask is 
tipped up so as to moisten the entering vent tube 
which is then inserted by a rocking motion and 
is not pushed in. The flask is inverted and hung 
in the bracket attached to a gravity pole. The 
needles are inserted after all the air has been 
displaced from the tubing. After use, the tubing 
and needles are kept attached and rinsed out with 
tap water. The needles are inserted in the hour- 
glass tubes and then, with the tubing coiled in the 
aluminum pan, the empty flask is inserted with the 
pan into the envelope. This enables an orderly 
to carry a half dozen or more. 


Cleaning of Used Sets 


Even though autoclaving will destroy any bac- 
terial growth, residual proteins from solutions or 
blood drying on the inside of the tube may pro- 
duce serious reactions. The utmost cleanliness, 
therefore, of the inside of the tubing and needles 
is required. The parts from several sets are sep- 
arated and washed thoroughly with hot soapy 
water and rinsed in cold tap water for thirty 
minutes. The tubing from several sets is cou- 
pled together with glass connectors and boiled for 
30 minutes in a 0.5 per cent solution of sodium 
hydroxide. The alkali from a convenient reser- 
voir is run through the tubing continuously dur- 
ing the boiling. After the tubing is cool, distilled 
water is run through it for 30 minutes or until 
litmus reaction shows water to be neutral. The 
outside of tubing is dried with a towel and the 
inside by using air suction. 


The needles are washed in tap water and stylet 
inserted to ream out all blood; then the lumen is 
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flushed successively with soapy water, distilled 
water and acetone. 


The glassware is washed in soapy water and 
rinsed in running tap water. The flasks are filled 
with the acid bath and the small glassware is 
immersed in containers filled with the acid. After 
twelve hours the flasks are dumped and the acid 
returned to the storage bottle by suction. A stain- 
less steel hopper can be purchased for this pur- 
pose. (Fred Moffatt, our Engineer, very ingeni- 
ously utilized an old Pyrex coffee jar of five gal- 
lon capacity to use as an acid dump. The solution 
is siphoned from the bottom of this jar by suc- 
tion to the storage bottle. These coffee jars can 
be found at second-hand restaurant dealers and 
make a neat saving.) 


The flasks are rinsed as described previously. 
The small parts are rinsed in distilled water which 
is forced through small lumens by suction. All 
glassware must be assembled and autoclaved 
within two hours or they must be put through 
the acid bath again. 


Conclusions 


Our experience has shown that solutions for 
parenteral therapy can be made safely and eco- 
nomically in any hospital of moderate size. The 
central supply room should be under the super- 
vision of the Department of Nursing with the 
pharmacist serving as technical advisor. 


A separate account has been set up with all 


Weighing Freshly Distilled Water in Flask containing 
given amount of Concentrate. At left of Still are 
Flasks of concentrated Saline and Dextrose 


TABLE GIVING DIRECTIONS FOR MAKING THE VARIOUS SOLUTIONS 
; Net weight C.cm. added Net weight 





stock solution, to flask, of flask,* 
Solution Chemicals in stock solution gm. c.cm. gm. 

5 per cent dextrose in distilled water...... 1,000 am. dextrosé C:p.. ......00 200 2,355 100 1,066 
10 per cent dextrose in distilled water...... 1000 Gin, GEKtTOSELODs 5.6256. 66:00':5's 2,355 200 1,085 
DAG Det BOMy AIO oe 5 icine se S30 sess Sies 170 gm. sodium chloride c.p....... 1,108 50 1,049 

5 per cent dextrose in 0.85 per cent saline.. (a) 1,000 gm. dextrose c.p............. 2,355 100 1,066 

(b) 170 gm. sodium chloride c.p...... 1,108 50 ce 
10 per cent dextrose in 0.85 per cent saline.. (a) 1,000 gm. dextrose c.p............. 2,355 200 1,086 
(b) 170 gm. sodium chloride c.p...... 1,108 50 boss 
MeO Be ot CoG Gog eieetcexis oh ee eeeee 9.0 gm. potassium chloride c.p.. | 
7.4 gm. calcium chloride c.p.... 1,145 50 1,575 
209.8 gm. sodium chloride c.p.... | 
DP OP WERE GOKITORE 66 oi ok icesidicein wana ve 4,000 <a, GEXtPOse C.p.....6:.00c0 cee 2,406 105 
De DOP ONE BUCTORG 6 sinc besisik aoe Hsin ee bus 6 £3000 2M BUCTOSE CIP... occ iecccsce 2,418 105 
*Allowance has been made for a 5 per cent loss during sterilization (from Walter’s table published in Surgery, Gynecology and 


Obstetrics 63, 643-646). 


items of expense: labor, chemicals, depreciation, 
and even interest on the investment charged to 
the manufacture of solutions. After five months’ 
experience and production of 1,500 flasks, our fig- 
ures bear out Walter’s original, published in the 
Journal of the American Medical Association, 
showing the average cost per flask to be $0.27, 
which as stated includes all items of expense. Of 
even greater importance is the fact that under 
rigid hospital control we have not had a single 
reaction. In fairness to the commercially pre- 


pared solutions, it must be emphasized again that 
there is no quarrel with the question of their 
delivery of sterile solutions. The cost of prop- 
erly preparing tubing and cleaning the sets is 
high no matter what type of solution is used. 
The cost of materials used in producing the solu- 
tion is low. Accordingly, it would seem to be a 
decided advantage for a hospital when it has the 
skilled personnel to take over the preparation of 
parenteral solutions when such a reliable system 
as the above is available. 
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Lighting 


The standard measure of illumination is the 
foot candle which is the amount of light shed on 
one square foot of area placed one foot from a 
light source of one candle power. The light shed 
on similar areas at varying distances decreases 
inversely as the square of the distance from the 
light source. Thus a light registering twenty- 
five foot candles at one foot would deliver only 
one foot candle at a distance of five feet. 


For general illumination eight to ten foot 
candles at the working surface are considered 
sufficient, ten to twelve foot candles for general 
office work, and up to twenty foot candles for 
drafting or similar fine work. It should be ob- 
served, however, that over-brilliancy may give 
quite as bad results as under-illumination, par- 
ticularly if the type of fixture, walls, and ceiling 
or the surface of the work area is such as to 
produce glare. , 


There are several ways in which lighting which 
was adequate when initially installed may later 
lose its effectiveness. 


If indirect, semi-indirect, or semi-direct light- 
ing is used, dark or dirty ceilings may reduce 
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the effectiveness as much as twenty to fifty per 
cent. 


Dirty globes on fixtures may reduce light as 
much as twenty to thirty per cent. 


Drop in voltage of the line reduces the amount 
of light at the rate of three per cent for each one 
per cent drop in voltage. Overloading of lines, 
loose connections, or bad socket contacts are fre- 
quent local causes of loss of voltage even when 
the voltage of the main feeder lines is held at a 
proper level. 


Use good lamps. The lamp itself costs but 
about ten per cent of the cost the current it 
uses during its life. A loss of six per cent in 
light efficiency is equal to the cost of a new lamp. 
Bulbs becoming blackened on the inside, even 
though not burned out, should be replaced. 


Broken glass reflectors, or bent or tarnished 
metal reflectors, decrease light effectiveness. 


Each reflector is designed for a fixed size of 
bulb and mismatching of the two greatly reduces 
lighting efficiency. 
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The Hospital Laundry Problem from the 
Administrator's Viewpoint 


GEORGE O'HANLON, M.D. 


familiar and appropriate to use as a text 

for any remarks one might wish to make 
to a group of hospital administrators, in as much 
as Dr. Goldwater, among others who have ana- 
lyzed our jobs, finds there are several hundred 
items, complete knowledge concerning which we 
must possess in order to qualify for our positions. 
Regardless of our competency, to know so much 
about so many things surely justifies the feeling 
allegedly held by so many of our group that, by 
reason of our superior knowledge, we can and do 
presume to speak with authority on many sub- 
jects, whereas if the truth were known and we 
were honest with ourselves, we would have to con- 
cede that few of us have any real fundamental 
knowledge and understanding of the make-up 
found in the problems that daily confront and 
involve us. Placing myself with the majority— 
that is, those without knowledge—it is very pre- 
sumptuous on my part to undertake to tell you 
what the administrator’s viewpoint of the hospital 
laundry is or should be. 


4 "y: ARE the Salt of the Earth’: Words 


Important Factors in Hospital Laundry Service 


Every hospital head knows that, in the organi- 
zation of his institution, there are major and 
minor departments, combining to make up the so- 
called vital services, the smooth and efficient func- 
tioning of which makes or mars the reputation of 
his hospital and spells for him success or failure. 
It is about these major vital services you have 
heard this morning; their relative importance one 
to another, so far as we individually are con- 
cerned, depends in a large measure upon how 
much time we are called upon to give in adjusting 
inter-departmental conflict, due to failure of serv- 
ice somewhere along the line. It is not by reason 
of this experience I say to you, this morning, the 
laundry is the most vital of all. I say it because 
I am expected to say it by my assignment on the 
program, and because it is a major cause for com- 
plaint in too many hospitals. 


While it is a far cry from the laundry Florence 
Nightingale improvised to provide clean linen for 
the soldiers of The Crimea, to one of our modern 
hospital laundries, wherein the most modern piece 
of equipment will wash and iron even more cor- 
rectly and intelligently than human hands can do, 
we have not as yet attained the ideal. 
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As a result of the studies made during recent 
years, great advancement has come in standard- 
izing all types of hospital service. However, such 
studies, so far as the laundry is concerned, have 
not as yet brought about, among many other 
things, a generally accepted cost accounting sys- 
tem, an approved standard of mechanical equip- 
ment, nor uniform servicing of linens to the 
wards, operating rooms, dining rooms, personnel, 
etc. So it is particularly to these three factors I 
invite your attention this morning. We in the 
field of hospital administration know how to eval- 
uate statistics as they appear in annual reports 
when we use them for comparative purposes. 
Many lay persons and too many members of our 
governing boards do not interpret discriminately. 
As a consequence we are too often accused of 
operating too expensively or having a per capita 
cost that is excessive. It behooves us, therefore, 
to be of one mind in these matters. In arriving 
at our laundry costs, most of us include what we 
actually spend for the unit’s operation, plus the 
cost of supplies and that expended for mainte- 
nance of equipment. 


Where central supply rooms are maintained and 
clean linen is distributed therefrom, some add to 
the total a proportionate figure for its cost; still 
others having inaugurated a system of collection 
and distribution for soiled and clean include this 
item. Few, if any, however, include the service 
replacements necessary to maintain such service. 
In my opinion, such replacements should be in- 
cluded, for we all accept as a fact the re-process- 
ing for re-use of all linens is much more destruc- 
tive than is that caused by their actual use. 
Furthermore, it is the unanimous opinion of every 
ward supervisor called upon to explain loss or 
shortage of linen, to place full responsibility for 
such loss on the laundry. Therefore, why not 
include it? 

There is an old saying, “You can not make brick 
without straws.” This is particularly applicable 
to the laundry. Too often, we expect our laundry 
to turn out an ample supply of clean white linen, 
with which to make our patients comfortable and 
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to make our nurses and employees happy by re- 
turning their uniforms immaculate as well as 
whole, when we as administrators neither supply 
suitable detergents with which to cleanse, nor 


adequate up-to-date machinery with which to’ 


carry on. 


Knowing How to Spend Wisely and Intelligently 


Have we checked our expenditures and so know 
we are spending wisely and intelligently when we 
continue repairing some old or obsolete machine? 
Have we translated into money the equivalent of 
work delay and employees’ time lost, caused by 
retaining old equipment continuously breaking 
down? If our laundry employees are not careful 
and efficient, why? Is it, by chance, because they 
are underpaid? Considerable furore recently pre- 
vailed in the New Jersey Hospital field, occasioned 
by an edict from the State Labor Commissioner 
directing that the minimum wage for women 
working in laundries should, after a certain date, 
be thirty-three cents per hour for a not less than 
forty-hour week. As the edict included hospital as 
well as commercial laundries, the prevailing very 
low rate paid in some hospitals was thus revealed. 
Every mechanical device used in our laundries has 
a definite life expectancy period which might 
properly be called its normal. The care or abuse 
to which it is subjected during operation deter- 
mines its departure therefrom. That our process- 
ing program may properly be carried out, manu- 
facturers of laundry machinery have established 
for each a fixed capacity as to content and output, 
which harsh words, peremptory demands, may 
retard, but certainly will not expedite. Nor can 
the best trained laundry man in the world, work- 
ing in the most complete plant, give you accep- 
table return unless he has ample supply of “steam 
for heat,” “hot water to satisfy,” and unlimited 
“power for motivation.” 


The third item to which I would refer, and to 
many of us the most important, is how best to 
service our hospitals with linen, not only that the 
normal needs of each and every department may 
be adequately met, but in addition thereto pro- 
vide a supply adequate for any abnormal, unusual 
or emergent demand they may be called upon to 
meet. Almost as many opinions prevail as to how 
this may best be done as there are administrators, 
and nearly as many systems are in operation as 
there are hospitals. Even though two or more 
hospitals are duplicates, one of another, both in 
organization and construction, their system or 
policy must differ, as each is the result of ever- 
changing adjustments made to meet individual 
needs. That we each think our policy is the best 
is a normal reaction, and probably a correct one, 
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particularly if the background of its development 
is entirely commendable and has been attended in 
its execution by a fair amount of common sense. 
Motivated as I assume we all are, by choice and 
economic necessity, in determining what our 
policy in this respect will be, I briefly present to 
you the plan in vogue at the institution I repre- 
sent, and say it has been arrived at over the years, 
while the hospital has grown from a capacity of 
three hundred beds to one of eighteen hundred 
and expanded from two buildings housing patients 
and employees, to ten. 


Our Linen Control 


As a result of much study, we adopted in the 


_ matter of linen, a five plus standard bed equip- 


ment throughout, and, except for such special 
units as the operating rooms, the wards for com- 
municable diseases and pediatrics, there is no 
marking other than for identification as hospital 
property as of specific assignment to wards or 
services. All soiled linen comes to the laundry 
for a common processing. There is no counting 
of individual pieces. There is no record, nor is it 
asked, “How much and from where?” Thus do we 
eliminate a large percentage of the expense inci- 
dental to the “rigid control system,” a system that 
requires one or more clerks or personnel to count 
and check, then record “how much, when, and 
where”— in the opinion of many, the only system. 
Personally, in most instances I believe it more 
expensive to operate than the cost of replacement 
without it. After processing, all clean linen is 
sent to a central linen room, from which it is dis- 
tributed or put into recirculation by requisition 
from the responsible head of a division, whose 
duty and responsibility it is to see supplies in 
sufficient quantity are at all times available. She 
does this by close inspection of linen closets, mak- 
ing sure ample stock is on the shelves in reserve, 
both for current needs or possible emergency. 
She must also guard against hoarding, which is 
occasionally practiced. The soiled linens of what- 
ever nature from the special units to which I 
referred, such as communicable disease wards, 
operating rooms, pediatric service, nurses’ home, 
staff house, kitchens, etc., are handled as “special 
lots,” kept intact and entirely separate from any 
other like work and, when completely processed, 
returned to the specific station from which it 
came. This method economizes on time and labor, 
as it eliminates all assorting and assembling. 


Linen for the Pediatric Service 


For those of you operating pediatric services of 
some size and who find the continuous loss of 
small articles like socks, stockings, washcloths, 
diapers bands, annoying, I would suggest you in- 
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stall, as we have done, a small unit electric com- 
bined washer-extractor in the utility room or a 
closet in the ward and in a few minutes out of 
some person’s day do the necessary processing 
right there. You will find your replacement prob- 


lem on these small items will almost entirely dis- 


appear. 


Closely related to the laundry and pediatric 
service is another problem more or less common, 
that I will take a moment more of your time to 
tell you about and how we think we have solved 
it. Our pediatric service has a capacity of more 
than one hundred thirty beds. The majority 
of our children range in age from three to ten. 
Such garments as rompers, dresses, bloomers, 
were all tabbed as to size, but being of one color 
and the tabs indistinct, much confusion ensued 
when the nurse took from the shelft garments 
which were too large or too small. Not only did 
such misfits make the children look ridiculous, but 
it increased the demand on the laundry, for after 
handling it was easier to put it in the hamper for 


soiled clothing than re-fold it for the shelf. We 
have, therefore, adopted an age color scheme for 
the items mentioned for this service. The color 
and design is in general a check of pleasing com- 
bination—blue and white, pink and white, laven- 
der and gold, etc., all fast colors and attractive to 
the eye of the child who wears it. Nurses will 
have no trouble in getting from the shelves the 
correct sizes and the little patient is pleased with 
a becoming color scheme, suited to his or her age. 


In conclusion may I say, take your laundry seri- 
ously, not as a problem but as one of the vital 
services of your hospital. Give it a place in your 
organization equal to that of the operating room 
or the dietary department, for no one of them 
can properly function without the other. There 
should be no intermediary between the adminis- 
trator and the laundry head; they should deal 
directly one with the other. Vest your laundry- 
man with authority, make him responsible, give 
him the support to which he and his department 
are entitled, and you will get satisfactory results. 





Hospital Administration Course, 


University of Chicago 


The following students have registered for the 
Fall Quarter of the Hospital Administration 
Course conducted by the University of Chicago 
and the American College of Hospital Administra- 
tors. 


Laurence Bradley 
New York, New York 
B.A., New York University 


Magnus Dahlen 
Chicago, Illinois 
B.A., Concordia College 
Th.B., Lutheran Theological Seminary 


Jose Diaz 
Toa Alta, Puerto Rico 
B.B.A., University of Puerto Rico 


Jack Higginbotham 
Ogden, Utah 
B.A., University of Chicago 
Martha Lockman 
Carlisle, Pennsylvania 
A.B., Coucher College 
Gordon M. Meade, M.D. 
B.A., University of Rochester 
M.D., University of Rochester 
Sister M. Adele Meiser 
Pittsburgh, Pennsylvania 
B.A., Duquesne University 
M.A., Duquesne University 


November, 1938 


-— 
— 


Santiago Diaz Pacheco 

Rio Piedras, Puerto Rico 

B.B.A., University of Puerto Rico 
Luis Gonzales Ramirez, M.D. 

Santurce, Puerto Rico 

B.A., Northwestern University 

M.D., Northwestern University 
Ramon H. Senariz, M.D. 

Caguas, Puerto Rico 

M.D., Northwestern University 


James W. Stephan 
Cleveland, Ohio 
A.B., Colgate University 





Electrical Grounding 

The practice of grounding electric circuits to 
water, gas, or drainage pipes has raised ques- 
tions of actual danger to workmen handling such 
pipes, and of deleterious action on the pipes them- 
selves. Under the auspices of The American 
Water Works Association and the Edison Electric 
Institute, the American Research Committee on 
Grounding has been conducting laboratory and 
field studies and at last report had not found any 
evidence either for or against injury to the pipe 
by the grounding of alternating current. 


The Committee has, however, found evidence 
of the tendency of water to corrode the pipe, the 
effect of dissimilar metals in the piping system 
creating galvanic couples, and their corrosive ef- 
fect, and the corrosion of hot water supply boil- 
ers due to abnormally high temperatures. 
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Council on Hospital Care Insurance Outlines 
Program for Approved Plans 


C. RUFUS ROREM, Ph.D., C.P.A. 


Hospital Service of the American Hospital 

Association has resulted in the establish- 
ment of an informal conference of approved 
plans under the leadership of the newly formed 
Council on Hospital Care Insurance. This con- 
ference, with membership limited to approved 
plans, held several meetings September 27 and 
28 at Dallas. The sessions were devoted to the 
administrative and professional problems of hos- 
pital insurance and methods by which approved 
plans could cooperate nationally in the guidance 
of this movement. 


sf HE approval program of the Committee on 


Activities of Committee and Council Coordinated 


The Council on Hospital Care Insurance is com- 
posed of the following membership: Frank Van 
Dyk, chairman, New York City; Lewis E. Jar- 
rett, M. D., Richmond, Virginia; John A. Mc- 
Namara, Cleveland, Ohio; Sherman D. Meech, 
Rochester, New York; Abraham Oseroff, Pitts- 
burgh, Pennsylvania; E. A. van Steenwyk, for- 
merly of St. Paul, now of Philadelphia. The 
Director of the Committee on Hospital Service 
will serve as secretary of the activities of the 
Council. 


The membership of the Committee on Hos- 
pital Service remains unchanged, consisting of 
the following persons: B. C. MacLean, M. D., 
chairman, Rochester, New York; R. C. Buerki, 
M. D., Madison, Wisconsin; S. 8S. Goldwater, 
M. D., New York City; Rt. Rev. Msgr. M. F. Grif- 
fin, Cleveland, Ohio; and the director. 


The Committee on Hospital Service and the 
Council on Hospital Care Insurance are directly 
responsible to the officers and board of trustees 
of the American Hospital Association. Their ac- 
tivities will be coordinated through the Chicago 
offices of the Association. The Committee on 
Hospital Service is primarily concerned with ad- 
ministration of the approval program for hos- 
pital care insurance plans and is the official rep- 
resentative of the American Hospital Associa- 
tion in the establishment of plans in new com- 
munities, and in relations with hospital groups, 
professional associations, and other public or gov- 
ernmental agencies. The Council on Hospital 
Care Insurance assumes primary responsibility 
for the improvement of standards in administra- 
tion among approved plans in such matters as 
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public relations, legislation, accounting, statistics, 
medical nomenclature, and reciprocity. This di- 
vision of responsibility does not exclude attention 
by either group to problems of the other, for ob- 
viously public and administrative policies cannot 
be separated in theory or in fact. 


The Approval Program 


The Committee and the Council agreed that ap- 
proval by the American Hospital Association will 
be granted from year to year and that continua- 
tion of approval will be based upon successful 
operation and sound financial position. Finan- 
cial condition will be determined according to a 
uniform method of evaluating assets, liabilities, 
and earned income. The list of approved plans 
will be announced early in each calendar year, ap- 
proximately March 15. 


There will be two steps in the procedure of 
granting approval certificates to new organiza- 
tions. The Committee will first approve each plan 
“as to form of organization,” provided it con- 
forms to the Standards for Non-profit Hospital 
Care Insurance Plans established by the Amer- 
ican Hospital Association. After a minimum 
period of six months’ operation, there will be is- 
sued formal approval certificates. 


An official symbol for approved plans has been 
adopted. This is the seal of the American Hos- 
pital Association superimposed upon a blue cross. 
Permission to use this seal in literature or ad- 
vertising will be limited to plans which have been 
approved by the Committee on Hospital Service 
with the advice of the Council on Hospital Care 
Insurance. 


Relations To New Communities 


The Committee and the Council will attempt to 
stimulate local interest in non-profit hospital care 
insurance plans, and to discourage the establish- 
ment of new associations where affiliation with 
existing approved plans might better serve the 
community. 
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The offices of the Committee on Hospital Ser- 
vice will be a clearing-house for information and 
experience of existing plans, and committees in 
local communities are urged to write directly to 
the offices of the Committee on Hospital Service 
of the American Hospital Association at 18 East 
Division Street, Chicago, rather than to the 
executives of specific associations when general 
information is required. 


The executives of approved plans in various 
parts of the country have expressed a willing- 
ness to consult with local communities in the de- 
velopment of new hospital service associations. It 
is expected that local committees or groups of 
hospitals will pay travel expenses incurred by the 
executives of plans when consulting with repre- 
sentatives from other cities. 


Approved Plans Face Special Problems 


The hospital care insurance plans already in 
operation have special problems which are 
peculiar to them, and which partake of the nature 
of trade association activities. The executives of 
approved plans feel, however, that such activities 
should be carried on within the framwork of the 
American Hospital Association, particularly since 
the success of non-profit hospital care insurance 
depends upon the assumption of responsibility 
by participating hospitals. 


It was recognized by the executives of plans 
that the future of non-profit hospital care in- 
surance will be affected by the ability of hospital 
administrators and trustees and of the plans as- 
sociated with them to identify their interest with 
those of the public. Failure in this respect may 
lead to undesirable governmental control of hos- 
pital care insurance plans, or to gradual replace- 
ment of voluntary hospitals with tax-supported 
institutions. 


During the past year special committees of the 
hospital service plan executives have been active 
in the following fields: Accounting, chairman, 
Ray F. McCarthy of St. Louis; Statistics, chair- 
man, E. J. Henryson of Washington, D. C., 
Reciprocity, chairman, John A. McNamara of 
Cleveland; Medical Nomenclature, chairman, E. 
A, van Steenwyk, formerly of St. Paul, now of 
Philadelphia; Commercial Companies, chairman, 
Michael A. Kelly of Cleveland; Publicity, chair- 
man, Maxwell Hahn of New York City. 


The executives of plans who were present at 
Dallas also recognized the desirability of reciproc- 
ity of membership among the approved plans, and 
arrangements are now under way to effect such 
procedures. 
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Special Budget Contemplated 


Each approved plan is eligible to membership 
in the American Hospital Association. The exec- 
utives of these plans feel, however, that there are 
certain special services which should be financed 
by the approved plans rather than from the gen- 
eral budget of the Association. Consequently 
they expressed a willingness to support activities 
which would be of value primarily to plans al- 
ready in operation. The Council on Hospital 
Care Insurance is considering the possibility of 
requesting special appropriations from approved 
plans for this purpose. If such appropriations 
are made, they will permit the employment of ad- 
ditional staff members under the supervision of 
the director of the Committee on Hospital Ser- 
vice. Activities which head the list from the 
standpoint of immediate importance to the plans 
are as follows: a national and coordinated public 
relations; a consulting service for uniform and 
simplified accounting procedures; collection and 
distribution of actuarial data. All of these activ- 
ities have been carried forward under voluntary 
committee work and through the offices of the 
Committee on Hospital Service. 


As a point of special interest to the administra- 
tors of hospitals participating in approved plans, 
it was decided that each hospital be issued a cer- 
tificate showing that it is a participant in a plan 
approved by the American Hospital Association. 
These certificates would be issued jointly by the 
American Hospital Association and the officers 
of each local plan. 


Coordination with Medical Service 


The executives of approved plans expressed 
their willingness to cooperate with local medical 
societies in the application of the insurance prin- 
ciple for the payment of medical bills for hos- 
pitalized cases. This policy is in accord with 
the recent official statement by the American Hos- 
pital Association concerning relations between ap- 
proved hospital service associations and the med- 
ical profession in proposals to provide medical 
service on an insurance basis to hospital patients 
of limited incomes. In a number of communities 
medical societies have already approached the 
executives of local hospital care insurance plans 
suggesting cooperation along these lines. 


New Plans Approved 


The following plans have been given approval 
as to form of organization by the Committee on 
Hospital Service of the American Hospital As- 
sociation. At the end of a six months’ period fol- 
lowing the sale of first contracts, the Committee 
will analyze the progress and financial position of 
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each plan as the basis for authorizing an approval 
certificate. 


Plans Approved As to Form of Organization 


Date 
Organized 
Colorado Hospital Service Association 
810 Fourteenth Street, Denver, Colorado 


Wm. S. McNary, Executive Director........... 1/38 
Hospital Service Company of Danbury 


8 West Street, Danbury, Connecticut 

H. LeRoy Jackson, Managing Director......... 3/38 
Group Hospital Service of Illinois 

712 First Nat’l Bank Bldg., Alton, Illinois 

Louis Degenhardt, Exec. Director............. 7/38 
Hospital Service Association of Northern Kentucky 

305 Doctors Building, Covington, Kentucky 

A. Frank Baker, Manager... ...........- ty ere 6/38 
Louisville Community Hospital Service 

Urban Building, Louisville, Kentucky 

D. Lane Tynes, Executive Director............. 5/38 
Hospital Service Corporation of Mississippi 

208 Lampton Building, Jackson, Mississippi 

E. P. Marion, Executive Director.............. 7/37 


Group Hospital Service of Kansas City 
Argyle Building, Kansas City, Missouri 
Earl R. Sweet, Executive Director.............. 7/38 


Hospital Service, Inc. of Stark County 
132 Market Avenue, Canton, Ohio 
L. P. Winterhalter, Secretary.............:.... 2/38 


Hospital Service Association of Licking County 
807 Trust Building, Newark, Ohio 
Mrs. Orpha Willing, Executive Director......... 5/38 


Associated Hospital Service of Mahoning County 
1102 Central Tower Building, Youngstown, Ohio 
Robert 35. Mills, Directer. ooo ks cerned seecens 3/38 


The Committee on Hospital Service also wishes 
to announce that on September 15, 1938, with the 
agreement of the Council on Hospital Care Insur- 
ance, approval was granted to Hospital Care 
Association of Durham, North Carolina. Accord- 
ing to the stated policy, the Committee on Hospital 
Service will review this action after the first of 
the year, when all non-profit hospital service 
associations are surveyed for re-approval. 





Twenty-first Annual Hospital Standardization Conference 


The Twenty-first Hospital Standardization Con- 
ference, conducted by the American College of 
Surgeons, convened in New York City on Monday, 
October 17, for a four day meeting. With the 
exception of demonstrations conducted in New 
York hospitals, all meetings were held in the 
Hotel Waldorf-Astoria. 


The first session convened on Monday morning 
under the chairmanship of Dr. Frederic A. Bes- 
ley, President of the American College of Sur- 
geons, who gave the presidential address. 


Immediately following this address, Dr. George 
Crile, Chairman of the Board of Regents of the 
American College of Surgeons, made official an- 
nouncement of the list of approved hospitals fol- 
lowing the 1938 Hospital Standardization survey. 
Dr. Crile’s report showed that 3,596 hospitals had 
been surveyed, which geographically included the 
United States, Canada, and fourteen other coun- 
tries. Of the total number of hospitals inspected, 
2,350 received full approval, or 65.4 per cent. 
Three hundred and fourteen hospitals were pro- 
visionally approved, or 8.7 per cent. Nine hun- 
dred thirty-two of the hospitals were not ap- 
proved; this represents 25.9 per cent. The per- 
centage of hospitals approved was highest in the 
group of hospitals of one hundred beds and over, 
of which 93.3 per cent were approved. Hospitals 
of fifty beds and over were approved to the extent 
of 84 per cent, and 74.1 per cent of hospitals of 
twenty-five beds and over received approval. 


Following this report, the report of the survey 
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of graduate training for surgery was given. The 
remainder of the morning was devoted to papers 
on courses for adequate training in surgery. 


The first two days of the Conference were de- 
voted to discussion of key subjects affecting hos- 
pital administration, physical and other condi- 
tions in the hospital related to the care of the 
patient, and the requirements of the obstetrical 
department in a general hospital. An evening 
session was held on Tuesday in the form of a joint 
meeting between the American College of Sur- 
geons and the Greater New York Hospital Asso- 
ciation. A number of outstanding administrative 
topics were presented. 


On Wednesday morning the American College 
of Surgeons met in joint meeting with the Asso- 
ciation of Record Librarians of North America. 
An important feature of this session was a panel 
round table discussion on medical record prob- 
lems. Wednesday afternoon was devoted to 
demonstrations of administrative and _ techni- 
cal procedures in local hospitals. The train- 
ing of hospital executives was the theme of the 
Thursday morning meeting. On Thursday after- 
noon it was found necessary to hold two sessions, 
both of which were panel round table conferences. 
One session discussed administrative problems, 
while the other discussed professional problems. 


The meeting was a great success. On Thurs- 
day afternoon over 700 hospital people had regis- 
tered and each one left feeling that he had at- 
tended an outstanding worth while meeting. 
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hospitals but with a few simple comments on 

the manner in which medical science, through 
the hospital, makes your family life more secure 
and happy. As I mingle with the hundreds of hos- 
pital superintendents, doctors, and nurses from all 
parts of the country and, as I wander about the in- 
teresting exhibits in the commodious Convention 
Hall in Dallas, I am impressed with this thought: 
The hospital of today is far more than a building 
of walls and a roof—it is essentially a community 
service. Once the hospital was a sort of cloister 
in which doctors and nurses practically shut 
themselves off from the world and saw only the 
seriously sick and injured who were brought to 
them. Today the hospital reaches out into the 
community life of its neighborhood. It is there 
not simply to give relief to the blind, the lame, 
and the halt but concerns itself with all problems 
of health. Its workers do not wait for the sick 
to enter—they go out into the homes of the peo- 
ple, take part in their social and economic affairs 
and help to prevent sickness as well as to cure it. 


COME to you not with a learned treatise on 
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| Hospital Service of Today a Result of Slow 
Development 


This change did not come about overnight. It 
| resulted from slow development. I think it fair 
to say that the modern hospital is a product of 
if the Christian era, for before the origin of relig- 
| ious orders there were no hospitals. It is true 
that in ancient Greece, a century or more before 
Christ, there were certain places which might be 
if called health resorts where ailing persons lived 
i together trying to capture the benefits of sun- 
shine, fresh air, and an orderly life. But they 
were certainly not hospitals. 


curious custom of ancient people. We are told 
that persons wracked by chronic disease would 
drag or have themselves brought to the market 
¢ places of the city. There they exposed their sores 
F or proclaimed thei: symptoms to the passersby, 
hoping that among them there might chance 
someone who had suffered a similar affliction and 
-7- might advise the present sufferer how he got well. 
Unscientific? Of course, but a feeble effort to 
| profit by the experience of others. Do you re- 
a member the story told in St. John’s gospel about 


| Probably hospitals had their beginning in a 
} 
| 





| Radio talk presented during the Fortieth Annual Convention of 
’ the — Hospital Association at Dallas, Texas, September 
Zt, 
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The Hospital Breaks Out of Its Walls 
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the pool called Bethesda? This pool, located by 
the sheep market in Jerusalem, was surrounded 
by five porches in which “lay a great multitude 
of impotent folk, of blind, halt, and withered.” 
At a certain season, the story goes, an angel 
troubled the water and whosoever first stepped 
into the pool was cured of his disease. I am not 
a theologian and have nothing to say about the 
miracle aspects of this story, but what interests 
me is how graphically this story gives us a picture 
of the barbarous attitude of people of that day 
toward the sick. One can imagine the excite- 
ment and commotion at the pool when the water 
was disturbed—the scrambling and elbowing to 
get in first. It meant that the weakest, the most 
helpless were left behind. It was the savage ap- 
plication of the rule of the jungle—the survival 
of the fittest. No wonder Jesus had compassion 
on the poor fellow who had an infirmity for 38 
years and had been at the pool for a long time 
but was never able to get into it. All that has 
changed, reversed in fact, for now the least able 
is given first consideration while, at the same 
time, those with lesser handicaps are not neg- 
lected. 


The Ambulance a Comparatively Recent 
Hospital Service 


But even until a few decades ago, hospitals 
were refuge stations rather than helping hands 
reaching out to the unfortunate. I wonder if you 
know, for example, that so simple a contrivance 
as the ambulance is an invention of only yester- 
day? For centuries, it seems, it occurred to no 
one that there should be some decent means of 
bringing disabled people to the hospital. Yet, it 
was not until 1866, I believe, that any hospital 
boasted an ambulance service. And this innovation 
came about in this way. Back in 1866 Dr. John 
Dalton of New York City was appointed superin- 
tendent of what we would call today the depart- 
ment of health. Dr. Dalton had charge, among 
other things, of the hospitals of the city and 
quickly realized the need of some way of carrying 
helpless persons to the hospital. While serving in 
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the Union army, during the war between the 
states, he had had charge of the army ambulance. 
“Why not an ambulance for civilian use?” he 
asked. He worked out a plan for such a convey- 
ance with the carriage makers—a simple one- 
horse covered wagon—and that was the first am- 
bulance for civilian use in our country. Well, we 
have come a long way since then—the introduc- 
tion of the ambulance was simply another step in 
the social development of the hospital. It was 
recognition of the fact that a hospital must be 
useful, geared to the needs and wants of the peo- 
ple and not simply a monument of stone and brick 
maintained for the few who are lucky enough to 
enter its doors. 


Extension of Hospital Service 


So today, we find the hospital extending its 
services through the out-patient department and 
other services; trained social workers reach into 
the lives of the patients for when a person has 
appendicitis, to mention but one disease, he suf- 
fers not only from a sick organ but he is dis- 
tressed about his family, concerned about his job, 
worried about the bills and so on. Nor does the 
hospital wait until emergencies threaten. It tries 
to prevent trouble. For example: The modern 
hospital today is not content to begin its mater- 
nity care an hour or two before the baby is born 
but assumes, with the doctors, its responsibility 
long before that event occurs. Prenatal care is 
today regarded as a necessity. And before the 
mother leaves the hospital she is carefully in- 
structed about the care of the baby so that he 
may keep well and not have to be brought back 
in a weakened or rachitic condition a few months 
later. Yes, the hospital is concerned in serving 
not only sick people but also the health needs of 
the entire neighborhood which it serves. 


Protecting the Public Health 


So great has been this broadening of the serv- 
ice of the hospitals that we think of them as a 
means of protecting the public health. And here 
I must tell you of how the tuberculosis hospital 
blazed the trail. Probably you know that most 
tuberculosis hospitals are paid for by you and 
me through our taxes. Only about 6 out of each 
100 persons who fall victim to tuberculosis and 
go to the hospital pay their hospital bill in full; 
about 9 out of 100 are able to pay in part and the 
great majority, 85 per cent, receive treatment— 
excellent treatment at that—absolutely without 
cost. Well, why do we, tax-payers, pay that bill 
gladly and without a murmur? It is because we 
know that the tuberculosis hospital is our chief 
protection against the invasion of this disease 
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into our own households. People who have tuber- 
eulosis are the spreaders of the disease. Many of 
them are not sick enough to stop working (though 
they should) and mingle for years with the rest 
of the population unless they are cared for in a 
tuberculosis hospital. 


Work of Edward Livingston Trudeau, M.D. 


The only humanitarian way to control tuber- 
culosis is to isolate the spreaders in hospitals 
where they have a chance to get well and where 
they are taught how to protect others. So you 
see we tax ourselves for this type of hospital not 
simply because we are warm-hearted and out of 
pity for the unfortunate but, primarily, let us be 
frank about it, because we are selfish and wish 
to prevent the disease from passing our own 
thresholds. Now this is new—to think of a hos- 
pital as a part of the health protection machinery 
is only a few decades old. It began with that 
beloved physician Edward Livingston Trudeau. 
He was a young man—had just married and hung 


out his shingle a year or two—when he found he. 


had tuberculosis. He writes in his autobiography 
that when he left the doctor’s office who had told 
him, he thought of his wife and baby and the 
world seemed to drop from beneath his feet. In 
that day the diagnosis of tuberculosis was re- 
garded as a death sentence. But young Trudeau 
bucked up. He decided to go to the Adirondack 
Hills which he loved so well—where the fishing 
and hunting were good. Strange to say, he did 
not wither and die, he gradually improved. So he 
stayed there. It was natural that other people 
soon came to him for advice. Trudeau knew 
about some sanatorium experiments which two 
German doctors, Dettweiler and Brehmer, were 
carrying on. And when he was appealed to by 
two young women who had tuberculosis he built 
a modest little cottage for them on a lovely knoll 
near Saranac Lake where they might take the 
cure. 


That cottage is the famous “Little Red” and it 
still stands, now surrounded by efficient hospital 
buildings and laboratories, for it soon became evi- 
dent that a quiet, restful life in pleasant surround- 
ings helped the person with tuberculosis to get 
well. That cottage was small and simple and 
really not an architectural triumph. You might 
call it ugly, if you chanced upon it and did not 
know its history. One day Dr. Herman N. Biggs, 
the celebrated Commissioner of Health of New 
York, stood before it with Dr. Trudeau who half- 
apologized to Dr. Biggs for its insignificance. But 
Dr. Biggs turned to him and with emotion in his 
voice said, “Dr. Trudeau, I think it is the most 
beautiful building I have ever seen.” 
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Well, Trudeau’s success registered—other cot- 
tages were built and then larger pavilions. About 
that time the movement to fight tuberculosis be- 


gan in earnest with such men as Osler, Welch, and ; 


Flick at the head. Trudeau’s sanatorium became 
the inspiration for a sanatorium development all 
over the country. As we learned more about the 
disease, the sanatoria gradually developed into 
hospitals—not merely boarding houses—but real 
hospitals with full equipment. Today there are 
more than 500 tuberculosis hospitals in the United 
States and the death rate from tuberculosis since 
1900 has been reduced to about one-fourth of 
what it was. Do not tell me the taxpayer is not 
getting back many times over every cent of the 
money he invests in tuberculosis hospitals. 


The Spirit of the Tuberculosis Hospital 


There is a spirit about these tuberculosis hos- 
pitals that is hard to find elsewhere. It is the 
spirit of generous service, almost a religious 
fervor. It is not confined to the staff and patients 


in the hospitals but reaches out. It strives to pre- 
vent the disaster of tuberculosis among all people. 
Many up-to-date tuberculosis workers believe this 
ancient enemy can actually be annihilated and 
they are working toward that end. Not content 
to wait for the disease to show its poisonous 
head, these workers are now going into the high- 
ways and byways searching for the very early 
signs, before there are any symptoms. With the 
tuberculin test and the x-ray, they are examining 
thousands of young people in high schools and 
colleges. It is a tremendous job, but worth all the 
trouble, for many a young person stumbling 
blindly toward serious tuberculosis without know- 
ing it has been discovered in time and, thereby, 
has escaped disaster. 


You see, I am sure, what this change in atti- 
tude of hospital leaders means to you sitting 
snugly in your home. Please do not think of the 
hospital as a necessary evil and an unwelcome ex- 
pense but as a beacon of light which helps you 
to enjoy life more abundantly. 





Radio Interference 


In the operation of a diathermy machine there 
is a tendency for the short waves to feed back 
along the electric line which supplies the ma- 
chine and this feed wire then becomes a radiator 
of short waves which may be picked by any 
metallic object in its field, a telephone or an elec- 
tric service wire. This wire then acts as an 
antenna to any radio apparatus which may be 
connected to it. This condition is referred to as 
interference. 


One method of overcoming the difficulty is the 
installation of a “wave trap” in the line feeding 
the diathermy apparatus. This wave trap stops 
the short waves feeding back into the line and 
thus eliminates such of the trouble as comes from 
this source. 


Another source of interference is due to the 
fact that both the apparatus and the patient un- 
der treatment become radiators of short waves 
which may in like manner be picked up by any 
conductor circuit within the field of these waves. 
When this condition arises complete shielding is 
the most effective if not the only solution. This 
shielding must enclose the entire area from which 
the short waves may emanate, patient as well as 
apparatus. As usually installed it consists of a 
small mesh metal screen all connected to a suit- 
able ground. All conductor wires must be out- 
side the shield as any such wire within the shield 
will continue to pick up the interfering waves 
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though the amount may be lessened depending 
on how much of such wire is still inside the 


shielded area. 
—_—_—_—_——_—_ 


Resolution 


Adopted by the American College of Hospital 
Administrators at the Dallas Convention 


The American College of Hospital Administra- 
tors is appreciative of the interest of the Federal 
Government in hospital service as expressed in 
the recommendations offered at the recent Na- 
tional Health Conference. 


It approves of the extension of hospital facili- 
ties where needed, but cautions against the build- 
ing of new institutions or adding to present insti- 
tutions without an exhaustive survey of local 
needs. 


It approves of financial assistance by govern- 
ment for the hospitalization of the indigent sick, 
if such assistance is based on the actual cost of 
rendering hospital service. 


It recommends that no program of compulsory 
hospital insurance be considered until voluntary 
hospital insurance plans have had a thorough 
trial. 


The Executive Secretary of the College is here- 
by instructed to transmit a copy of this resolution 
to the chairman of the Interdepartmental Com- 
mittee to Coordinate Health and Welfare Ac- 
tivities. 
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Volunteer Service for Women's Auxiliaries 


MRS. JOHN G. BENSON | 


URING the seven years of its existence, the 
White Cross Guild of the Methodist Hos- 
pital has demonstrated to the city of In- 

dianapolis and the state of Indiana, the value of 
the volunteer work in a private hospital. 


Public philanthropy, exhibited in the case of 
the sick poor, is perhaps one of the dearest inter- 
ests of womanhood. With this in mind and more 
than this, the knowledge that a large part of the 
Great Physician’s work while here on earth was 
one of healing ministry, the White Cross Woman’s 
Guild of the Methodist Hospital was organized in 
February, 1932, with less than 100 members. 


The purpose of this group of volunteer women 
is to provide hospitalization for those unfortu- 
nate enough to be ill and without funds. This to be 
done: 


1 By furnishing workers for bandage making, 
sewing, and mending, thus saving price of labor 
in the nospital work rooms. 


2 By interesting the people of Indianapolis in 
our hospital, and making them “health minded.” 


3 By creating throughout the community fa- 
vorabie sentiment and support for the hospital 
and its work by getting women so interested that 
everywhere they go including card parties, 
church, clubs, and homes, they say an understand- 
ing word for the hospital. 


Groups We Contact 


With these things in mind and knowing that 
sickness knows no creed, as many groups as pos- 
sible were contacted, our own churches, churches 
of different faiths, groups entirely outside of any 
religious organizations, business women, club wo- 
men, sororities, high school girls and children. 


The challenging slogan “Service for Others” 
was adopted, work begun and a great community 
wide program inaugurated until with a present 
membership of 1,500 women in thirty-five differ- 
ent groups, one may see how this great movement 
has grown. Our Guild was organized on the basis 
of social interests of different groups with a phil- 
anthropic objective, hence its appeal. 


When a group of women wish to learn of the 
work of our White Cross the Chairman of Organ- 
ization meets with them, interpreting the hospital 





Presented at the American Hospital Association Convention, 
Dallas, Texas, September 26, 1938. 
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and its needs, selling the idea of volunteer work, 
and generally arousing enthusiasm. 


The Units 


Ten or more women constitute a unit, and an 
organization luncheon is arranged to follow within 
a few days at the hospital. After this luncheon 
the new members are taken on a “Know Your 
Hospital” tour. The chapel is visited, nursery, 
pediatric floor, drug store, beauty shop, parlors, 
and library. By this time the volunteer worker 
begins to see the need of the task to which she is 
giving her loyalty, devotion, and time. 


The Membership and Dues 


There are five types of membership: 


Active—$1.00 per year 
Associate—$2.00 a year 
Contributing—$5.00 a year 
Sustaining—$10.00 a year 
Life—$100.00 


Work of the Guilds 


When a newly organized Guild meets for the 
first time in our own headquarters, the women 
are agreeably surprised at the spacious rooms 
they occupy; a board room, for executive meetings 
and teas, two sewing rooms, kitchen, and rest 
rooms. These rooms are cheerful, with sunshine 
beaming in the windows, and are well equipped 
with electric machines, and work tables. 


It is a rather unique experience to see a group 
of Jewish women busy in one of the work rooms, 
and a Quaker Guild in the other, or a Presbyterian 
Guild in one and the Christian Church in another, 
or a group from the Municipal Gardens Club, and 
one from a sorority, all voluntary workers for the 
betterment of humanity. In fact the scene in the 
White Cross Work rooms almost daily presents a 
mosaic of philanthropic service that is exquisite 
in its unity and harmony. 


Once a year a Whispering Campaign is con- 
ducted. Every Guild member talks with her 
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friends in groups where she may be, interpreting 
and making friends for the hospital, or helping 
to correct wrong impressions. This is a valuable 
way to learn of any criticisms, as well as praise, 
and because she is versed in hospital routine, the 
Guild worker can often explain or defend misun- 
derstood procedures. Here also is a fine oppor- 
tunity to sell the hospital to one who may need its 
care in the future. Through the influence of one 
of these groups, a woman became interested 
enough to give the Guild $10,000 for nurse 
scholarships. 


Because of the wide variety of social interests 
represented by our White Cross women we should 
tell you the sewing rooms do not furnish the entire 
program for these enthusiastic workers. It is 
obvious that the hospital has use for many other 

talents than that of sewing. 


An unusual feature is being sponsored by one 
Guild by a Movie “Around the Clock with the 
Baby.” This picture is shown in the Fathers’ 
Room every Wednesday afternoon. It shows how 
to care for the new baby and is attended by new 
or prospective mothers, fathers, grandparents, or 
friends. One prospective father said it helped 
pass away an hour that had seemed very long. 
The refreshments that follow the picture are not 
the least part of the entertainment. For this 
room, the Guild has provided books and maga- 
zines, mostly pictorial I grant you, to help fill that 
dreadful waiting time until the nurse announces, 
“It’s a boy,” or “It’s a girl.” The Baby Board or 
Hall of Fame hangs in a prominent place on the 
wall of this room, with the names of babies born 
in the hospital. For the sum of $1.00 or more the 
proud parent may enroll his new child. The money 
from this source is used in the maternity depart- 
ment for needy guest cases sponsored by the White 
Cross. 


Music Guild 


One of our most versatile groups is the Music 
Guild; it is always enthusiastic and planning for 
the welfare of our hospital nurses and patients. 
There are more than 100 women whose chief in- 
terest is music. The past year they presented a 
portable organ, very much needed. It will bring 
its message to the Chapel at some baptism, wed- 
ding, or memorial service, and its sweet tones will 
be heard on the various floors, especially at 
Christmas time, when the lovely carols will echo 
through the corridors, bringing hope and cheer 
to one and all. 


The Music Guild responds graciously to calls 
for entertainment at hospital services in the 
churches and furnishes a program for the nurses’ 
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commencement. They give one program a month 
for the nurses’ chapel, and provide music for spe- 
cial teas. At a recent Methodist Conference Ses- 
sion they provided the music for the Sunday night 
Hospital Service. Thus on the wings of music 
through the volunteer service of musicians is the 
message of our hospital and its needs carried 
afar. This group has an annual breakfast in a 
downtown hotel, one of the most beautiful occa- 
sions of the year. 


Children’s Guild 


Christmas time in the hospital is made as joyful 
a time as can be, and through the efforts of the 
White Cross Guild, the halls assume much the 
atmosphere of home. Gayly trimmed trees deco- 
rate every floor, parties are given in the children’s 
solarium, and carols fill the air. Tarlaton bags 
filled with candy are given each member of the 
personnel from the laundry to the executive offices. 
A Christmas card carries its message of love and 
cheer to each patient, and a tiny lighted candle in 
a candy holder is placed on each tray. More 
parties were planned last year than could be given, 
so were extended to New Year’s and Valentine’s 
Day. 


The Children’s Guilds give clever parties for 
their unfortunate little friends and make picture 
books to while away the long hours spent on the 
pediatric floor. The young women of the Chil- 
dren’s Cheer Guild have this floor as their special 
project and every Wednesday afternoon two or 
three workers are to be found, reading and enter- 
taining convalescent children, or making bandages 
and dressings. These competent young women 
furnish and make the bed spreads, curtains, and 
screen covers for the rooms, and a bag for toys 
for each bed. The floor supervisor who had been 
somewhat skeptical about volunteer workers is 
now one of our biggest boosters. 


An unsightly yard has been completely trans- 
formed by the Tabernacle Presbyterian Garden 
Club. Cinders and trash have been replaced by 
grass and flowers and trellises covered with vines. 
By their efforts the hospital sets like a cameo in 
a frame of beauty. This group won the service 
award at the last annual luncheon for the highest 
number of hours, largest percentage of members 
present, and best accomplishment. Sixty-four 
Tiny Tim beds were given by this group. 


Jewish Temple Sisterhood Guild 


The Jewish Temple Sisterhood Guild provides 
the flowers and decorates for all Guild teas, 
nurses’ commencement, and other special occa- 
sions and for patients in the hospital who are 
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lonely, or away from home, and they contribute 


one day a month for sewing as all Guild Units do. 


regardless of their special projects. Our past 
President was chosen from this group of volunteer 
workers and for two years led our Guilds with effi- 
ciency and devotion. It was she who introduced 
‘the idea of a White Cross Cook Book, which 
became a reality under the direction of the North 
Methodist Church Guild. This is not an ordinary 
cook book but contains, aside from the choice reci- 
pes of members of the entire Guild health charts 
compiled by the hospital dietitian. These cook 
books have found their way all over the nation and 
are of unusual value in creating interest. 


Tiny Tim Beds 


The Tiny Tim beds prospered during this 
administration. A Tiny Tim bed is one given a 
child for a period of five days at a cost of ten dol- 
lars. The sum of $23,400 was recently left the 
Guild for this use by a Guild member. The 
patients enjoying this privilege are many and let- 
ters from grateful recipients are often received. 
A touching incident may be related in connection 
with one such case. Everything possible to sci- 
ence and service was done for this child. Many 
hours were spent in the Tiny Tim bed, but the 
fight for health was lost. The parents, grateful 
for the care and love expended on their child, took 
a collection at the child’s funeral and sent $10.00 
for the use of another child. They wrote a letter 
of thanks to the Guild, addressing it as “Dear 
Angels of God.” Thus in this beautiful way our 
White Cross women stand by the Tiny Tims to 
help mother little children. 


The therapy department received two much 
needed glass boots, or vapex machines, during the 
past year from the combined efforts of our White 
Cross Guild, and a baby incubator was a gift from 
the Children’s Cheer Guild some time ago. Many 
are the gifts our Guild have made not only in serv- 
ice hours but material things. 


Research Guild 


The Research Guild, a group of society women, 
organized to promote health education, is sponsor- 
ing this year’s free lecture course which opens 
October 15, with a lecture by Dr. B. R. Kirklin of 
the Mayor Clinic and our own Dr. Harold Ochsner 
will present an x-ray exhibit on cause and preven- 
tion of cancer. A tea follows the lecture. 


A Mass Meeting is being planned with the City 
Department of Health. A strong social service 
department composed of a member on the General 
Guild Board and one from each unit, has con- 
tributed not only to the hospital but the city at 


64 


large. One of the most valuable services has been 


.given by a graduate nurse from Johns Hopkins 


Hospital, a busy mother, who finds time each win- 
ter to direct a class in home nursing, with practi- 
cal demonstrations, and lectures by civic minded 
physicians. The first class was in one of the poorer 
districts, where there was need of this nursing in 
the homes during child birth, accidents, and emer- 
gencies. The interest in this course has grown 
until women all over the city are asking for the 
instruction. A certificate is given at the close of 
the course followed by a luncheon for the gradu- 
ates at the hospital. We plan to train many White 
Cross Women for emergency volunteer nursing 
service to be given when called upon either in the 
hospital or out, in some of our patient’s homes. 


The social service department sponsors a party 
each Fall for the mothers of babies born during 
the past year. A program is given, refreshments 
served, a rose presented to each mother. A baby 
picture contest adds interest, and three groups 
may be entered, the kodak picture, amateur and 
professional. To many mothers this is the high 
light of the year. Nearly a thousand people shared 
last year in this great White Cross Baby Party. 


Clara Barton Guild 


Looking in on the Clara Barton Guild of High 
School girls is an interesting sight as they work 
and chat and train themselves for future service. 
These girls serve as pages at the annual luncheon. 


Presbyterian Library Guild 


One phase of volunteer service which cannot 
accurately be estimated is that given by the Second 
Presbyterian Library Guild. During the six years 
since their organization, it has been necessary 
to give up the old library and provide a suite of 
rooms, and a full time librarian. This Guild sends 
an assistant to the librarian each day, who helps 
in the care and distribution of the books. The 
library rooms are sunny and brightened with flow- 
ers and attract convalescents in wheel chairs, visi- 
tors and nurses with a bit of leisure time. Books 
to meet the caprice of any patient are taken on a 
cart to the various floors, ranging in material 
from mystery murders and fiction, to science 
and art. 


Office Guild 


A particularly efficient group of volunteer work- 
ers are the trained women of the Office Guild who 
spend many hours, at the hospital, after their own 
busy day in an office. They edit the Beacon, our 
monthly bulletin which goes to every Guild mem- 
ber, giving a summary of the past month’s work,. 
with news of the Guild and hospital. They assist 


HOSPITALS 

















| 
| 





with any urgent office duties that the hospital may 
have and with the files of the record librarian. 
Their President entertained her members with a 
dinner party in her home recently, stressing once 
more the ideals of the Guild and planning for the 
coming year. 


Unitarian Guild 


A recently organized guild of young women 
from the Unitarian Church are serving as host- 
esses in the lobby of the hospital, assisting at the 
emergency entrance, helping in the nurses’ study 
hall, taking telephone calls on busy floors. They 
direct visitors, answer questions and lighten the 
work at the information desk. They have distinct 
and attractive uniforms of pretty lemon yellow, 
with a white veil. 


Extension Department 


The extension department of the White Cross 
Guild has responded to numerous calls over the 
state where volunteer workers are being gathered 
in connection with the local hospitals and has 
helped in the organization with advice and expe- 
rience. This department has suggested to the 
District Federation of Clubs, that each member 
become affiliated with some type of volunteer serv- 
ice with any one of our local hospitals. Literally 
our White Cross Guild is not only serving the 
Methodist Hospital of Indianapolis but is really 
creating in a wide region a new understanding of 
hospitals. 


Special Projects 


The special projects for the year ending in 
April, 1939, are, first, the Nurse Loan Scholar- 
ships. Already there is $1275.00 in this fund, 
helping with the education of capable and efficient 
young women, who otherwise would be unable to 
obtain their training for service. This money is 
loaned to girls without interest until one year 
after graduation. The Guild has mothered in this 
way a number of very worthy young women. Then 


there is the Student Loan Fund—new books— 
Tiny Tim Beds—Hall of Fame, Community Edu- 
cation and special equipment for hospital use— 
while hours of community service in any form are 
credited to the Guild workers as a point in the 
awards at the close of the year. 


The grand finale of each year’s work is reached 
in April, when the entire thirty-five groups gather 
in a down town hotel for the annual luncheon. 
Here again the Jewish women display their aes- 
thetic taste in table decorations and favors. The 
Music Guild furnishes the music, and at the last 
luncheon, a White Cross song was presented, writ- 
ten by one of this talented group. A procession of 
fifteen women, each bearing an illuminated letter 
of ice, marched in front of the Speaker’s Table, 
forming the words, White Cross Guild, a most 
impressive sight. A departure from the usual 
program featured the work of the Guilds in pan- 
tomime. Reports of the year showed the work 
done in the sewing rooms totaled 1,399,788 pieces. 
Before the awards are given the suspense is felt 
over the entire room, and then bursts of en- 
thusiasm follow as the trophies are presented the 
winning guilds. Ending this successful year does 
not mean a merited vacation for the White Cross 
Guild. Immediately plans are begun for a bigger 
and better year to follow. 


And so the interest continues to grow for the 
volunteer work of the Methodist Hospital of Indi- 
anapolis, called by a friend, ““God’s Hotel.” 


The White Cross Guild is, we think, a challeng- 
ing program based on social and individual unself- 
ishness for the benefit of the sick and the service 
of science. They benefit the hospital materially, 
’tis true, but a great benefit is in building favor- 
able sentiment and understanding which in the 
end brings the support that all our hospitals need 
so much. 

The symbol of our movement among the women 
is the White Cross, our objective is Service—to 
the sick and to science in its program of Health. 





—_ — 
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Dr. N. A. Wilhelm to Become Medical Superintendent of 
Peter Bent Brigham Hospital 


Dr. Norbert A. Wilhelm, who has been super- 
intendent of Butterworth Hospital, Grand Rapids, 
Michigan, has resigned to accept the superin- 
tendency of the Peter Bent Brigham Hospital, 
Boston, Massachusetts, effective January 1. 


Dr. Wilhelm will succeed his former chief, Dr. 
Joseph B. Howland, who has been the director of 
Peter Bent Brigham Hospital for the past twenty 
years and who retires at the end of this year. 


November, 1938 


Dr. Wilhelm was appointed to the superin- 
tendency at Butterworth Hospital, Grand Rap- 
ids, Michigan, from the position of assistant su- 
perintendent under Dr. Howland. Previous to his 
connection with Peter Bent Brigham, he had been 
a fellow in neuro-psychiatry at Ford Hospital, 
Detroit, Michigan, and assistant medical director 
of the Estado de Central Aguirre Plantations in 
Puerto Rico. 
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Hospitals Day by Day 


Some Pointed Paragraphs 
WALTER E. LIST, M.D. 


@ Many professors have been at pains to empha- 
size in their reports on training courses for public 
administration with which they are associated 
that in their judgment an undergraduate liberal 
arts college should not attempt vocational or pro- 
fessional training; that its function is to provide 
a cultural background and understanding of so- 
ciety and government equally important for all 
citizens; and that the curriculum offered for this 
purpose is to be understood as preparation for 
administration only in the broadest sense. They 
offer courses in administration, not as a tool sub- 
ject but rather to give students an understanding 
of the problems and processes of administration 
and its importance in the modern state.” 


q Always reprove as if it hurt you, and it should 
hurt you—for you, as the boss, are partly to 
blame for every reprovable blunder by a subordi- 
nate. “A torn jacket is soon mended, but harsh 
words bruise the heart.” 

Anon. 
q Any failure in service should be reported at 
once. Otherwise, we lose the doctor’s confidence, 
because the wrong thing continues, since we can- 
not alter what we do not know to be wrong. We 
grow only by criticism and should be deeply and 
sincerely grateful for it. 

Anon. 


@._ It is in exceedingly bad taste for nurses to dis- 
cuss hospital rates and hospital bills with pa- 
tients. They should be referred promptly and 
firmly to the hospital office. 
Anon. 
q@ Be sacrificial. You cannot create lasting 
values without putting a lot of yourself into your 
job. 
Anon. 

q@. Far too many people to whom a hospital must 
look for its support have an entirely erroneous 
conception of the specific place in the community 
which can be filled by the hospital and only by the 
hospital. Through fear, misunderstanding, and 
possibly ignorance, untold numbers of the lay 
population deny themselves the all important 
benefit of proper hospital care. If some definite 
steps are taken a re-education of the public and 
a moulding of their conceptions of the services 
a hospital performs, a great good can be accom- 
plished not only for our hospitals but for the 
people who must at one time or another go to the 
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hospital. National Hospital Day, May 12, is the 
one day in the year when all hospitals simultane- 
ously can use their potential energies in planning 
a program of public education. On this Day, 
state and nationally, the radio and press will 
strengthen your local efforts. Every hospital in 
the United States, Dominion, and Territory of 


Hawaii are expected to observe National Hes-.: 


pital Day. 
Albert G. Hahn 


q@ Numerous small hospitals are doing big jobs 
without much publicity. 

q@ Too many patients leave the hospital via the 
emergency exit. 


@. The heart of a hospital determines its size, not 
the number of beds. 
@ If you have “welcome” on the door step, make 
it mean something. 
@ Many hospitals are small in service rendered. 
q If you cannot get along with people, they can 
probably get along without you. 
@ The best way to a good cooperative and happy 
staff meeting is through the dining room. 
q@ There is more to running a hospital than col- 
lecting bills and trying to pay them. 

A. F. Branton, M. D. 


@. Economy can be preached by the superinten- 
dent. The better way to get it is to show staff, 
nurses, and board that cash income is below ex- 
pense in this or that department. Most people 
who today decry government extravagance can 
be made to work for economy and thus help 
balance the hospital budget if they are invited 
behind the scenes in the bookkeeping department 
and shown some figures. Depression extrava- 
gance and the resulting deficits are good object 
lessons. 
Anon. 


@. Training of the hospital employee seems to be 
the present watchword. Such programs as the 
College of Hospital Administrators are commend- 
able. The fields of laboratory and x-ray tech- 
nicians now recommend special licensure which 
implies adequate academic preparation. The 
dietitian, the engineer, the accountant, must pos- 
sess now certain prerequisites to seek recogni- 
tion in his or her special field. This all leads to 
better performance—but it also leads to increased 
costs. 
Edgar C. Hayhow 
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Safeguarding Patient Against Unnecessary Surgery 


A Plan to Set Up a Regional Consultation Service 


Part Il 


J. J. GOLUB, M.D. 


last issue of HOSPITALS, discussed the risks 

of surgery, and the social and economic im- 
plications of unnecessary surgery. The study 
showed the most frequent causes of unnecessary 
surgery to be: (1) unethical practices and the 
lure of larger fees, (2) the urge to operate, (3) 
haste to operate upon non-emergent conditions, 
and (4) the surgeon’s personality traits. The 
second part, which follows, suggests a way out. 


Tis first part of this study, published in the 


Meeting the Problem: A Network of Regional 
Consultation Boards 


What can be done to offset the influence of fees 
on multiplying surgical operations, and to control 
the urge to operate? What can be done to induce 
a wider use of consultation in operative condi- 
tions, a more sincere consideration of alternatives 
to surgery, and a more conscientious conning of 
its hazards to the patient? What can be done to 
secure a waiting attitude toward operation when 
conditions are non-emergent until there has been 
adequate study and observation? In a word, what 
can be done to change the surgeon of a certain 
type into a doctor loyal to the ideals of his pro- 
fession? 


It is suggested that an organization of Regional 
Consultation Boards for the purpose might bring 
results. A Regional Consultation Board would 
serve all persons, regardless of income or status, 
who are advised to submit to a surgical operation. 
Its first task would be to review the indications 
upon which the advice has been given. It would 
do this without interest in the fee for the per- 
formance of surgery, since it would not perform 
the surgery. Its representatives would be sum- 
ject to call from hospitals or patients’ homes, and 
there consult with the patient’s physician. Am- 
bulatory patients, accompanied by their physi- 
cians or referred by them in writing, would meet 
the Board’s representatives at the office of the 
Board. Once patients have been carefully ex- 
amined, the data would be discussed with the 
patient’s physician, and an agreement sought as 
to diagnosis and treatment. Adequate records 
would be kept of all consultations, of the pro- 
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visional diagnosis, the final diagnosis, and the end 
results of each patient’s illness. Should a surgical 
operation have been performed, the record would 
include a description of the operation, of the 
pathologist’s findings on removed tissues and 
fluids, and in case of death, of the postmortem 
findings. . 


By these means, the Board might soon improve 
the ways and cleanse the motives of practitioners 
deciding to advise or to perform surgery. Its 
chief influence would be that of example. Contact 
with its ethically honorable and scientifically 
sound methods of diagnosis and prescription 
would, in the course of time, affect the attitudes, 
methods, and motives of the less creditable mem- 
bers of the profession. 


Procedures 


To accomplish their tasks, the Boards would 
tend to proceed on the following rules and atti- 
tudes: 


1 Take careful history, make painstaking phys- 
ical examination, ascertain bodily resistance, 
and canvass the surgical risks and complica- 
tions, both general and specific to the condi- 
tion. 


2 When the least doubt occurs as to diagnosis, 
retake the history (preferably by somebody 
who has not taken it before). Often new and 
significant facts are discovered that help to 
determine treatment. 


3 Distinguish pathological conditions according 
to the likelihood that they respond to or re- 
sist surgery in the same degree as conserva- 
tive measures, save that surgery involves a 
greater immediate risk. Where the concep- 
tion of a disease is currently changing, to 
adjust the ideas of the value of surgical in- 
tervention to the facts on which the change 
is based. 
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TABLE A* 
HOSPITALS AND HOSPITAL BEDS 














1 yA 3 4 5 

Government Voluntary Proprietary Total 
Borough Hospitals Beds Hospitals Beds Hospitals Beds Hospitals Beds 
OPEN ORIR 6: Ssiniasvaeona cme ete 17 13,351 52 11,575 16 1,162 85 26,088 
MS RIEU 0, os aevsia Se abeiscorhis wie ers 2 1,029 12 2,471 11 586 25 * 4,086 
MPR OMIGET  foisdis'oi os bswintes ee loa sieve 8 6,577 87 6,404 16 834 61 13,815 
ME. iste cicia hei e eae cate cree S 5 1338 9 1,249 6 322 20 2,804 
TE Sa ee Se A eae oe tt 2 1,750 4 911 eat) pistes 6 2,661 
MOM Gackcncktoxsaucuseeae 34 23,940 114 22,610 49 2,904 197 49,454 
~~ *Galculations were made from statistics obtained from the Hospital Number of Journal of the American Medical Association. 

(March 7) 1936 





4 Take ample time to study patients with non- 
emergent conditions. 


5 Neither to underestimate nor overestimate 
laboratory tests and roentgenographic exam- 
inations as against clinical manifestations, 
when deciding whether or not surgical inter- 
vention is indicated. 


6 Always hold in mind that consultation with 
qualified colleagues helps the certainty and 
reliability of conclusions. 


7 Treat consultation as an indispensable item 
in scientific objectivity. Not to allow consid- 
erations of prestige or vanity to interfere 
with seeking the cooperation of proficient 
physicians for the sake of a clearer under- 
standing of the patient’s ailment and a more 
carefully thought-out course of treatment. 


Organization 


The organization of the Boards would embrace: 


1 Central Consultation Board, which would 
serve as the supervising agency. 


2 A number of Regional Consultation Units, 
one for each region into which a population 
area would be divided. 


3 A variable number of Regional Consultation 
‘Boards in each Regional Consultation Unit. 


In the City of New York, for instance, the 
Regional Consultation Boards of any Regional 
Consultation Unit, would be so located and in 
such numbers as to meet the requirements of each 
of the five boroughs. Each community adopting 
the plan would fit it to suit its special require- 
ments. 


The number and location of Regional Consul- 
tation Units and Boards would be determined: 
(1) by the area, the size of the population, the 
number of physicians to be served; (2) by the 
number, location, and bed capacity of the hospi- 
tals in which surgery is performed, and (3) by 
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the estimated yearly number of patients who 
might. require surgery. Thus, the community 
would be zoned into convenient regions. Each re- 
gion would have a Regional Consultation Unit, 
and each Unit would have the required number 
of Regional Consultation Boards. 


The chart indicates the structure proposed for 
the City of New York. 


Statistical Basis of the Chart 


In the five boroughs of the City of New York, 
there are 197 hospitals with 49,454 beds (Table 
A). Only 137 hospitals with 31,314 beds (exclud- 
ing maternity hospitals) furnish facilities for 
surgery (Table B, Columns 6 and 7). These 137 
hospitals admitted 615,578 patients in 1935 (Ta- 
ble C, Column 2). Not all of these patients, how- 
ever, required surgical operations. 


To determine the number of patients who re- 
quired surgery, a sample study was made of the 
percentage of beds assigned to the surgical spe- 
cialties out of the total bed capacity of 18 hospi- 
tals (six municipal in Manhattan, Brooklyn, the 
Queens, six voluntary in Manhattan, and six 
voluntary in Brooklyn). The results showed that 
generally about 60 per cent of the beds were 
assigned to surgery and the surgical specialties, 
and 40 per cent to medicine and the medical 
specialties. This 60 per cent was, therefore, taken 
as the starting point in calculating the number of 
patients who would be served by the Regional 
Consultation Boards. Thus, of the 305,816 pa- 
tients admitted in 1935 in the Borough of Man- 
hattan to hospitals in which surgery is performed, 
only 60 per cent, or 183,489, were considered to 
be patients who required surgery. In the Borough 
of the Bronx, the number was 33,376 out of a 
total of 55,627; in the Borough of Brooklyn 124,- 
849 out of a total of 208,082; in the Borough of 
Queens 20,983 out of a total of 34,971; and in the 
Borough of Richmond 6,649 out of a total number 
of 11,082. In all five boroughs, the estimated total 
of patients who required surgery would be 369,- 
346, i.e., 60 per cent of the 615,578 (Table C, Col- 
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umns 2 and 3). The disparity between the 369,346 
requiring surgery, and 319,809 surgical operations 
performed in the five boroughs in 1934, can be 
readily explained. Neither operations performed 
in proprietary hospitals nor the patients in beds 
assigned to surgery who were not operated upon, 
are included in the 319,809. 


Table C, Column 4, further shows the daily 
average number of patients admitted to surgical 
beds. The average for Manhattan is 503; for the 
Bronx, 92; for Brooklyn, 342; for Queens, 57; and 
for Richmond, 18. The total of these admissions 
provides the first, and, perhaps, the most impor- 
tant factor in determining the number of Regional 
Consultation Units and the number of Regional 
Consultation Boards within each Unit to be estab- 
lished in each borough. 


The next important factor considered was the 
number of hospital beds assigned to surgery in 
each borough. Thus, Table B, Columns 7 and 8, 
show that there were 9,937 such beds in the 
Borough of Manhattan out of the total of 16,563; 
in the Bronx, 1,668 out of the total of 2,780; in 
Brooklyn, 5,828 out of 9,714; in Queens, 1,048 
out of 1,746; and in Richmond, 306 out of the 
total of 511 beds. 


Other factors that were considered were the 
area in square miles to be covered, the size of the 
population, the number of physicians, and the 
number of hospitals to be served by each Regional 
Consultation Unit. (Table B, Columns 2, 3, 4, 5, 
and 6). 


Distribution of Consultation Service Similar to 
Distribution of Ambulance Service 


The estimate of an adequate numberof Unitsand 
Boards is confirmed by a study of the ambulance 
service furnished by the Department of Hospitals 
of the City of New York. Table D shows that 
in 1934, Manhattan had 13 ambulance stations 
furnishing 41 ambulances. Each station served, 
on the average, 127,218 persons; each ambulance 
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This chart was devised for the volume of consultation 
service required by the City of New York. Other com- 
munities would find it necessary to adjust the size and 
modify the arrangement to fit their special requirements 


- served, on the average, 40,377 persons. These am- 
bulances answered 133,981 calls and removed 
55,766 patients to hospitals. The Bronx seemed 
to have had adequate service with only 3 stations 
and 12 ambulances, each station serving the large 
number of 512,786 persons, and each ambulance 
serving 128,183 persons. The reason is evident: 
only 33,450 ambulance calls were answered, and 
only 11,042 patients were removed to hospitals 
that year. Thus, in Manhattan, with a population 
7 per cent greater than that of the Bronx, there 
were four times as many ambulance calls and five 
times as many patients were removed to hospitals. 
Why? Because in Manhattan the population is 
both transient and dense. Brooklyn’s 21 am- 
bulance stations with 46 ambulances enabled each 
station to serve 135,143 persons, and each am- 





Table B 


AREA, POPULATION, PHYSICIANS, HOSPITALS, AND HOSPITAL BEDS 
IN WHICH SURGERY IS PERFORMED 























1 2 3 4 5 6 7 8 
No. of Surgical 
Beds in Hospitals 
No. of Hos- Total No. Beds in Which Surgery 
pitals in Which in Hospitals in Is Performed 
Area No. People No. of Surgery Is Which Surgery (60% of 
Borough (Sq. Mi.) . Population per Sq. Mi. Physicians Performed Is Performed Column 7) 
Manhattan ..... 20.01 1,653,844 82,650 6,980 58 16,563 9,937 
The Bronk ..... 41.41 1,538,359 37,149 1,814 15 2,780 1,668 
Brookiyn .....«. 80.95 2,838,017 35,058 4,125 48 9,714 5,828 
GEGEN aie 6 <1e:0:07 117.36 1,391,588 11,857 1,285 12 1,746 1,048 
Richmond ...... 57.15 159,767 3,145 166 4 511 306 
ROtGD iiccceu os 316.88 7,581,575 169,859 14,370 137 31,314 18,787 
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bulance to serve 61,696 persons. In that borough 
134,373 calls were answered, and 40,701 patients 
were removed to hospitals during 1934. Con- 
trast these figures with those for Queens, with 
its large area and large population. Queens had 
only 6 stations with 12 ambulances; 1 station for 
231,931 persons, and 1 ambulance for 115,965 per- 
sons, but the number of calls was only 28,838, and 
the number of patients removed to hospitals was 
only 13,082. Richmond, again, has a large area 
and small population. In Richmond, during 1934, 
there were 3 ambulance stations with 5 am- 
bulances—1 station for 53,767 persons and 1 am- 
bulance for 31,953 persons; but there were only 
4,790 calls, and only 2,523 persons were removed 
to hospitals. 


The number of Units and Boards proposed is, 
as we have seen, based on factors other than 
those regarding the distribution of ambulance 
service. But the objectives of the ambulance 
service and the proposed Regional Consultation 
Board service are in significant ways similar. 
It was, therefore, reassuring to find the distribu- 
tion of ambulance service in the five boroughs 
correspondingly proportionate. 


Twenty-four Regional Consultation Units and 285 
Regional Consultation Boards 


In the light of the foregoing, the five boroughs 
would require 24 Regional Consultation Units 
(Table E, Column 2) constituted by 285 Regional 
Consultation Boards (Table F, Column 5) to be 
distributed as follows: eight Regional Consulta- 
tion Units with 121 Regional Consultation Boards 
for the Borough of Manhattan; five Regional 
Consultation Units with 30 Regional Consultation 
Boards for the Bronx; eight Regional Consulta- 
tion Units with 94 Regional Consultation Boards 
for Brooklyn; two Regional Consultation Units 
with 30 Regional Consultation Boards for 
Queens; one Regional Consultation Unit with 10 
Regional Consultation Boards for Richmond. 


In Manhattan, each unit would cover 2.5 square 
miles; would serve, on the average, 206,730 per- 
sons, 872 physicians, 1,242 surgical beds in hos- 
pitals, and the 63 patients admitted to surgical 
beds a day. 


In the Bronx each unit would cover 8.2 square 
miles; would serve, on the average, 306,672 per- 
sons, 363 physicians, 334 surgical beds in hos- 
pitals, and the 18 patients admitted to surgical 
beds a day. 


In Brooklyn each unit would cover 10.1 square 
miles; would serve, on the average, 354,752 per- 
sons, 515 physicians, 728 surgical beds in hos- 
pitals, and the 43 patients admitted to surgical 
beds a day. 


In Queens each unit would cover 58.6 square 
miles; would serve, on the average, 695,794 per- 
sons, 642 physicians, 524 surgical beds in the hos- 
pitals, and the 29 patients admitted to surgical 
beds a day. 


In Richmond, the unit would cover 57.1 square 
miles, would serve 179,767 persons, 166 physi- 
cians, 306 surgical beds in hospitals, and the 18 
patients admitted to surgical beds a day. 


Estimated Number of Consultations 


On the basis of statistical calculations (Table 
C), it is estimated that in 1935, 369,346 patients 
were admitted to hospital beds assigned to sur- 
gery. The total of yearly consultations, how- 
ever, would be greater than that number. The 
number of sick persons who would require con- 
sultation service would probably exceed 400,000 
a year. Correspondingly, the average number 
of consultations per day per unit would be greater 
than the numbers 63, 18, 43, 29, and 18 (Table E, 
Column 7) which respectively represent the daily 
number of patients for each unit who would re- 
quire surgery. This follows from the fact that 
the number of patients who would be examined 
at their homes or in hospitals would be greater 





Table C* 
PATIENTS ADMITTED IN HOSPITALS IN WHICH SURGERY IS PERFORMED 
4 


1 2 


3 
No. of Patients Ad- 
mitted for Surgery in 
1935 in Hospitals in 
which Surgery is 


Average Daily No. of Patients 
Admitted for Surgery in 1935 
in Hospitals in which 
Surgery is Performed 
(1/365th of Column 3) 
Per cent of total 


Total No. of 
Patients Admitted 
in 1935 in Hospitals 
in which Surgery Performed 
Borough is Performed (60% of Column 2) 


Manhattan 305,816 183,489 49.7 
The Bronx 55,627 33,376 90.0 
208,082 124,849 33.7 

34,971 20,983 5.6 

11,082 6,649 2.0 


615,578 369,346 1,012 100.0 








- *Calculations were made from statistics obtained from the Hospital Number of Journal of the American Medical Association. 
(March 7) 1936. 
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Table D* 


AMBULANCE SERVICE 








Ambulance Aver. No. Ave. No. Ambulance Patients Removed 
’ Stations Ambulance Persons to Persons Calls to Hospitals 

Total Per Cent Per Cent. 1 Ambulance to 1 Per Cent Per ree 

Borough Population No. of Total No. of Total Station ~ Ambulance No. of Total No. of Tota 
Manhattan .. 1,653,844 13 28. 41 35.3 127,218 40,377 133,981 40 55,766 45 
The Bronx .. 1,538,359 3 6.5 12 10.3 512,786 128,183 33,450 10 11,042 9 
Brooklyn .... 2,838,017 21 46. 46 39.7 135,143 61,696 134,373 40 40,701 33 
Queens ..... 1,391,588 6 13. 12 10.3 231,931 115,965 28,838 8.5 13,082 11 
Richmond ... 159,767 3 6.5 5 44 53,767 31,953 4,790 1.5 2,523 2 
46 100 116 100 335,432 100 123,114 100 


*Calculations were made from statistics for the year 1934 obtained from “Ambulance Service” by E. H. L. Corwin in the 


Hospital Survey of New York. Pp. 510-511. 1937. 





than the ultimate number who would require sur- 
gery. Records carefully kept and analyzed over 
a reasonable period of time would make it pos- 
sible to predict the number of consultations with 
reasonable accuracy. It is obvious that the plan 
cannot be in the beginning, if ever, rigid or final 
in any of its aspects. Once put in operation, it 
would grow and develop, its course would change, 
its scope alter, the size of any one or all of its 
units would vary to suit the changing demands of 
the service. 


Area to Be Covered and Population to Be Served 


The area (2.5 square miles) to be covered by 
each unit in Manhattan would be small in com- 
parison with that of the Bronx (8.2 square miles) 
and that of Brooklyn (10.1 square miles), and 
especially so beside that of Queens (58.6 square 
miles) and Richmond (57.1 square miles). But 
it should be observed that this wide variance 
(Table E, Column 3) would be offset by the 
smaller daily number of consultations each unit 
would be called upon to give in the Bronx, Brook- 
lyn, Queens, and Richmond (Table E, Column 7). 
The same relationships hold for the variations in 
the number of the population to be served in each 
borough (Table E, Column 4). The small num- 
ber of patients in proportion to the large areas 
and to the large population of Queens and Rich- 
mond undoubtedly follows from the fact that 
many people from these boroughs go to physi- 
cians and hospitals in Manhattan and Brooklyn 
for their medical care. In 1933, 29.4 per cent 
of the total number of patients treated in 
Manhattan hospitals were residents of other bor- 
oughs.*”” Of that proportion 8.2 per cent were 
residents of Queens. The same year, 8.5 per cent 
of all the patients treated in Brooklyn hospitals 
were residents of Queens. The number of resi- 
dents from other boroughs treated in Queens and 
in Richmond was very small. Then, also, the 
Borough of Manhattan, besides its permanent 


“The Hospital Survey for New York. Report of Study 


Committee. Vol. II. Pp. 222-228. Published by United Hospital 
Fund of New York. 1937. 
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resident population, has a large population made 
up of persons who reside elsewhere but who visit 
or are engaged in business or are employed in 
Manhattan. 


An Anticipated Day’s Work 


As previously stated, it is expected that in New 
York City 400,000 patients a year or 1,100 a day 
would require consultation service. Accordingly, 
the data contained in Table F enable us to 
estimate how many consultations would take place 
in each of six equal periods of a day and the pro- 
portion of each to the total number for the day. 
With this as the basis it is possible to establish 
how many Regional Consultation Units must be 
put in operation, and how many Boards must be 
on duty during each of the four-hour periods of 
the day. 


Several conditions govern these estimates: 


1 Physicians usually make their visits to homes 
of patients between 7:00 a.m. and 11:00 a.m., and 
have their office hours between 11:00 a.m. and 
3:00 p.m. It is during these intervals that 
conditions requiring surgery are likely to be dis- 
covered. It is estimated that during each of these 
four-hour periods 20 per cent, or 220 of the 1,100 
daily consultations, would be called for. At these 
times, hence, all of the 24 Units would be in oper- 
ation with 47 Boards on duty. 


2 Now, almost all surgical operations are per- 
formed in hospitals, and the operation schedules 
are arranged on the afternoon of the preceding 
day. If surgery, except in emergency conditions, 
is not to be performed until after the patient has 
been examined by the members of a Regional 
Consultation Board, more consultations would be 
required between 3:00 p.m. and 7:00 p.m. than 
during any other hours, excepting Saturdays 
(operations are usually not scheduled for Sun- 
day). It is, therefore, estimated that 40 per cent 
of the 1,100 daily consultations, or 440, would 
take place during 3:00 p.m. and 7:00 p.m. During 
this period all of the 24 Units would be in oper- 
ation with 95 Boards on duty. 
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Table E 
EXTENT TO WHICH EACH REGIONAL CONSULTATION UNIT WOULD SERVE: AREA, NUMBER OF 
PEOPLE, PHYSICIANS, HOSPITAL BEDS, AND PATIENTS 











1 2 3 4 5 6 7 
Average No. 
of Hospital Daily Average 
No. of Sq. No. of Beds Assigned No. of Patients 
Mi. Each People No. of Physi- to Surgery Admitted for 
No. of Re- Regional Each Con- cians Each Each Regional Surgery Each 
gional Con- Consulta- sultation Regional Con- Consultation Regional Con- 
sultation tion Unit Unit Would sultation Unit Unit Would sultation Unit 
Borough Units Would Cover Serve Would Serve Serve Would Serve 
Manhattan —.. 8 2.5 206,730 872 1,242 63 
The Bronx ..... 5 8.2 306,672 363 334 18 
BPOOKIVA 5...0- 8 10.1 354,752 515 728 43 
Jo ee 2 58.6 695,794 642 524 29 
Richmond ...... 1 57.1 179,767 166 306 18 
TOTAL ....... 24 hat) sng a 
3. After 7:00 p.m., and as a rule throughout gional Consultation Boards would be on duty each 
the night, physicians are called to the homes of day. Allowing 43 additional Boards to fill the gaps 
patients with acute or emergency conditions. For created by the weekly day off, holidays, vacations, 
this reason, it is estimated that between 7:00 p.m. and sick leave, the service would be provided by 
and 11:00 p.m., only 10 per cent, or 110 of the 285 Boards (or 570 consultants) distributed 
1,1000 daily consultations, would be required. among the 24 Units as shown in Table F. 
During this period only 13 Units would be in Each of the 24 Regional Consultation Units, as 
operation with 23 Boards on duty. Each of the , : 
: far as possible, would be located in the largest 
four-hour periods from 11:00 p.m. to 3:00 a.m. 3. “ aia 
: neighborhood hospital (municipal or voluntary) 
and 3:00 a.m. to 7:00 a.m. would require only 5 is P 
: ; within each region. The 570 consultants would 
per cent, or 55 of the 1,100 daily consultations. ‘ : 
: ‘ K be paired into teams of two. Each consultant 
During these two periods only 11 Units would be : 
: ; s would serve four hours a day for six days or 
in operation with 15 Boards on duty. : , 
twenty-four hours a week, or, allowing 30 days 
Of course, it should be understood that the vacation and 15 days’ sick leave, 268 days or 1,072 
Units and Boards would be so organized that hours a year. Under a rotating schedule, service 
should all Boards of one unit be out on call, the would be available during the 168 day-and-night 
additional consultation calls of that unit would be hours of a full week. 
met by a neighboring unit. It is further calculated that each pair of consul- 
. tants of the 285 pairs would give 1,403 consul- 
Schedule of Service tations a year. In other words, during each of 
In accordance with these estimates, 242 Re- the 268 days of the working year that each con- 
Table F 


NUMBER OF REGIONAL CONSULTATION UNITS IN OPERATION AND BOARDS ON DUTY IN EACH 
OF THE SIX EQUAL PERIODS OF A TYPICAL DAY 


























1 2 3 5 6 
Total Total No. of Regional Consultation Units in Operation and Boards 
Per Cent No. of No. o o. of on Duty in Bach Borough 
of Con- Consul- R. C.* &. 0." 
sultations tations Units Boards Manhattan The Bronz Brooklyn Queens Richmond 
of Total of Total in Opera- on Duty Units *R.C. Units *R.C. Units *R.C. Units *R.C. Units *R.C. 
No. Re- No. Re- tion in in All in B.’s in B.’s in B.’s in B.’s in B.’s 
quired a quired All Five Five Opera- on Opera- on Opera- on Opera- on Opera- on 
Hours Day a Day Boroughs Boroughs tion Duty tion Duty tion Duty tion Duty tion Duty 
7:00 a.m.—11:00 a.m. 20 220 24 47 8 20 5 5 8 16 2 5 t i! 
11:00 a.m.— 3:00 p.m. 20 220 24 47 8 20 5 5 8 16 2 5 1 il 
3:00 p.m.— 7:00 p.m. 40 440 24 95 8 40 5 10 8 32 2 10 1 3 
7:00 p.m.—11:00 p.m. 10 110 13 23 4 10 2 2 4 8 2 2 a! 1 
11:00 p.m.— 3:00 a.m. 5 55 11 15 3 6 2 2 3 4 2 2 i 1 
3:00 a.m.— 7:00 a.m. 5 55 11 15 3 6 2 2 3 4 2 2 1 1 
Total 24 hrs. 100 1,100 -- 242 — 102 — 26 = 80 — 26 oo 8 
Allowance for one 
day off a week, 
vacations, and 
sick leave — 43 19 4 14 4 2 
GRAND TOTAL 1,100 -- 285 — 121 — 30 — 94 — 30. — 10 
PER CENT OF TOTAL 100% 42% 11% 33% 11% 3% 
*R.C. = Regional Consultation. B’s = Boards. 
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sultant would be on service, he would have, on the 
average, five consultations during his four hours 
of service. This number would not be high, in- 
asmuch as a large number of the consultations 
would take place in hospitals where patients 
would be scheduled for operation the day preced- 
ing operation; and in the hospitals, several pa- 
tients would be examined during one visit. While 
about one to two hours (depending on the dis- 
tance to be traveled) would be required for a 
home consultation, only 20 to 30 minutes would 
be required for each hospital consultation. 


Constituency and Activities of Regional 
Consultation Boards 


Consultants would report to their respective 
Regional Units in shifts of two, and would from 
there respond to calls from any hospital or 
home in which a surgical operation might be 
recommended or additional opinion or advice 
called for. Ambulatory patients referred by let- 
ter or accompanied by a physician would be 
examined at the Unit offices. The two official con- 
sultants and the physician or surgeon attending 
the patient would constitute the Regional Con- 
sultation Board for that patient. The three 
would examine the patient and discuss (not in the 
presence of the patient or his family) the diag- 


nosis and proposed treatment. Should the three 
physicians agree that surgery is indicated, the 
matter would be closed. Should one disagree, the 
majority would rule. Should the two consultants 
disagree with the attending physician or sur- 
geon who might feel strongly that surgery is in- 
dicated, and should the patient or family accept 
that opinion and consent to a surgical operation, 
surgery might be performed. But in such a case, 
the surgeon would have the obligation to submit 
a complete report on the operative findings and 
subsequent pathological findings and a specimen 
of the tissues or fluids removed, to the offices of 
the Regional Consultation Unit. This require- 
ment would also apply to emergency operations. 
Consultants would be called in, but should the 
surgeon have found it necessary to operate be- 
fore the consultants arrive, it would be his duty 
to submit his reports and tissue specimen as out- 
lined. The opinion of either the majority or 
minority of a Regional Consultation Board need 
not always be final. It is a matter of reason, how- 
ever, that in general, the opinion of two physi- 
cians is safer for the patient than that of one, 
particularly when such an opinion is in no way 
related to or dependent upon a fee paid for the 
performance of a surgical operation or for the 
consultation, and where the consultants have no 
interest in who performs the operation. 


Testing Textiles 


The conventional method of testing tensile 
strength of textiles under good testing conditions 
is considered to be accurate to within two per 
cent of the true value. Due to variations in spin- 
ning and weaving, even the best of textiles are 
not uniform throughout and hence several sam- 
ples must be tested to determine true values. 


In determining the loss of tensile strength due 
to laundering process, it is the experience that it 
takes twenty launderings to effect a loss of six 
per cent in the strength of the textile, and fifty 
launderings to effect a loss of fifteen per cent. 


Studies are now under way to devise a more 
rapid and more accurate method of testing of 
such losses as may be due to the chemicals used in 
the washing formula, by the use of the fluidity 
test. 


The fluidity test is derived from one of the 
methods of making rayon in which pure cotton 
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fiber is dissolved in cuprammonium hydroxide 
(commonly known as cuprammonium). The re- 
sulting solution has a very low fluidity, as deter- 
mined by the rate at which it will flow through 
a small opening or capillary. As the cotton is 
weakened by chemical action, the fluidity (rate 
of flow) increases at a measurable and regular 
rate. Textile manufacturers have found the 
method of value in testing the effects of the vari- 
ous chemical and dyeing processes used in the 
manufacture of textiles. Among other results 
it has been shown that the tendering effects of 
some of these processes are not apparent until 
the textile has been washed. 


Extensive tests of the applicability of this fluid- 
ity method to measure the loss of tensile strength 
due to the laundering formula are now under 
way, and the preliminary data thus far obtained 
indicate that the method is going to be well worth 
while. 
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The Wage-Hour Law and Hospitals 


The Wage-Hour law passed at the last session 
of Congress applies to employers of labor engaged 
in interstate commerce. Under the interpretation 
of the Hon. Mary T. Norton, who sponsored the 
Act in the House of Representatives, our hospitals 
do not engage in interstate commerce and are not 
affected by the Wage-Hour law. 


At the time the Bill was under consideration by 
Congress, the Executive Secretary of your Asso- 
ciation wrote Congressman Norton requesting 
exemption of hospitals from the provisions of the 
Wage-Hour Bill and received the following reply : 


Congress of the United States 
House of Representatives 
Committee on Labor 
Washington, D. C. 


May 16, 1938 


Bert W. Caldwell, M.D. 
Executive Secretary 

American Hospital Association 
Chicago, Illinois 


My dear Dr. Caldwell: 


This will acknowledge receipt of your letter 
of May fourteenth requesting an exemption 
for hospitals in the Wage and Hour bill. 


I cannot see how hospitals or their em- 
ployees would come under the provisions of 
the bill. In the first place no industry not 
engaged in interstate commerce comes within 
the scope of the bill and in the second place 
all professional workers are excluded from its 
provisions. 


It was clearly not the intent of the commit- 
tee to include hospitals and I feel safe in 
assuring you that they would not be affected 
by the Wage and Hour Bill. 


Sincerely yours, 

(Signed) Mary T. Norton 
Mrs. Mary T. Norton, Chairman 
House Labor Committee 
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EDITORIALS 


Hospitals as a rule in their remuneration of 
their employees as well as their hours of employ- 
ment come well within the provisions of the 
Wage-Hour Act. In their future relations with 
their employees they will, as they now do in a 
majority of our institutions, maintain satisfac- 
tory scales of wages and hours of employment. 
It is their sincere purpose to observe the spirit of 
the law and cooperate with all reasonable pro- 
grams for the betterment of employer-employee 
relations in our institutions. 


Ge 


The Councils of the Association 


The value of the work which the seven Councils 
of the Association and the Committee on the Co- 
ordination of Association Activities is doing can- 
not be too strongly emphasized. The benefits 
which accrue from their labors extend beyond the 
membership of the Association and reach the en- 


tire field. 


The seven Councils are composed of forty-two 
members of the Association, appointed by the 
President and approved by the Board of Trustees 
for a term of three years. Two new members are 
appointed to each Council annually; this gives a 
continuity of service and experience which insures 
consecutive study, careful analysis, unanimity of 
conclusions, and broad understanding of hospital 
problems. 


During the year past, the Councils have accom- 
plished many objectives which have advanced the 
interests of both institutional and personal mem- 
bers. They have established secure bases of un- 
derstanding with inter-professional groups that 
compose the units of hospital service. They have 
developed programs for both the improvement 
and extension of hospital care’ In any number 
of ways they have both promoted and protected 
the interests of our institutions. 


Their program for the coming year is to pro- 
mote new activities, develop new projects, as well 
as to solidify the older proven policies of our in- 
stitutions which concern the component parts of 
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our hospital system or the system as a whole. 
Programs of public education, statistical and eco- 
nomic research, the preparation of manuals for 
specialized hospital services, such as tuberculosis, 
neuro-psychiatric, and dental care in general hos- 
pitals, the study of hospital insurance coverage, 
Workmen’s Compensation laws, compensation for 
hospital care given patients covered by Old Age 
Pension legislation, model hospital licensing laws, 
studies of out-patient services and almshouses, 
the further development of hospital service plans, 
and hospital accounting for small hospitals, are 
among the scheduled Council activities for 1939. 


The Coordinating Committee, composed of the 
chairmen of the seven Councils and the President 
of the Association, carefully checks the work of 
the several Councils and eliminates overlapping 
or duplication of effort. 





The Growth in Government 
Hospitals 


The growth in the number and bed capacities 
of government general hospitals is not so rapid as 
to be alarming. In 1936, there were 737 govern- 
ment general hospitals; at the close of 1937, there 
were 772, an increase of 35. In 1936, there were 
3,470 voluntary general hospitals; at the end of 
1937 there were 3,473, an increase of three. For 
the same period the increase in bed capacities of 
government general hospitals was 9,234 beds; in 
voluntary hospitals 2,152 beds. There is a some- 
what larger increase both in the number and bed 
capacities of government hospitals for the year 
1938. 


Of larger interest is the improvement in the 
quality of professional service in government in- 
stitutions. There has been a notable increase in 
laboratory facilities and modernization of plants 
and equipment, which in general assures a rais- 
ing of their standards and their development into 
better hospitals. 


Voluntary hospitals have benefited and will 
continue to benefit because of the fact that public 
authorities are becoming hospital conscious, they 
realize more than ever before that good hospital 
service must be provided for the indigent patient, 
whether in hospitals maintained by cities and 
counties or in voluntary hospitals in their com- 
munities. The care of the sick poor, the medi- 
cally needy, is being more and more considered 
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as one of the most important of the government’s 
responsibilities, and public officials are taking a 
more considerate attitude toward the voluntary 
institution. 


With the development of an orderly method in 
both the tax-supported and the voluntary hospital, 
providing always they are good hospitals, neither 
will be the loser and the public will gain im- 
measurably. 


Broadening the Bases of Hospital 
Income 


While the sources of philanthropic support of 
our hospitals have not entirely “dried up” they 
have been appreciably reduced where they have 
not disappeared entirely. Voluntary hospitals are 
wisely studying the processes and possibilities of 
broadening the bases of their income. 


In an average year the voluntary general hos- 
pitals of the United States, and not including pro- 
prietary, Federal, or other governmental (state, 
county, or city) institutions, spend $303,485,105 
for their operation. Of this amount they receive 
$214,867,454 or 70.8 per cent from their patients ; 
$19,119,562 or 6.3 per cent from endowments; 
$30,955,481 or 10.2 per cent from tax sources for 
the care of indigent patients; $12,139,404 or 4 
per cent from Community chests and $26,403,204 
or 8.7 per cent from individual gifts and other 
sources. 


The total operating costs for all hospitals, vol- 
untary, proprietary, Federal, and other govern- 
mental hospitals for the same year was 
$736,619,019. 


David H. McAlpin Pyle, in an address before 
the American College of Surgeons, said in refer- 
ence to the income of voluntary hospitals in New 
York City, that “53 per cent represents direct 
payment from patients; 10 per cent represents 
payment by the three-cents-a-day plan for care 
given to subscribers to that plan; 12 per cent 
represents payments by the city of New York for 
the care of public charge patients; 15 per cent is 
from contributions; and the remaining 10 per 
cent is from endowments and other funds of less 
permanent character and invested surplus.” 


In New York City, the payments from patients 
direct and including payments from the three- 
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cents-a-day plan is 63 per cent of the total income 
as compared with 70.8 per cent for the entire 
country; 12 per cent from government as com- 
pared with 10.2 per cent; 10 per cent from en- 
dowments as compared with 6.3 per cent; and 15 
per cent from contributions and other sources as 
compared with 12.7 per cent (4 per cent from 
community chests and 8.7 per cent from individual 
gifts and other sources) for all voluntary hos- 
pitals. 


It is significant that the voluntary hospitals in 
New York City as well as in other cities where 
hospital service plans are in operation have 
broadened this base of the hospital income from 
nothing where plans are not in operation to 12 
per cent and more in cities where the plans are 
functioning. 


It is equally significant that there is a definite 
increase in hospital income from government pay- 
ment for hospital care given public charges. This 
trend of broadening of this particular base of 
income will increase rather than remain station- 
ary or diminish. 


Voluntary hospitals will continue to receive 
philanthropic support, greatly diminished but by 
no means exhausted. They will justify this sup- 
port by the charitable service they make available 
for the poor of their communities. It is to be 
hoped that the all-time low for hospital philan- 
thropic support has been reached and from now 
on this support will increase and become a larger 
source of income to the voluntary hospitals than 
in recent years. 


Meanwhile two important avenues are open to 
broaden the bases of hospital income; first—a 
more equable reimbursement for services ren- 
dered to public charge patients; and second, a 
general extension of hospital service plans 
throughout the country. 





Interns and Residents 


The last report of the Committee on Medical 
Education and Hospitals of the American Medical 
Association presents some interesting data on the 
general intern and resident question. 


There are eleven medical schools in the United 
States and four in Canada which require a fifth 
or intern year before the granting of a degree in 
medicine. Twenty-two state licensing boards re- 
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quire completion of an internship for eligibility 
for licensure. 


Of the 5,946 graduates of last year, 5,862 are 
serving internships. The 732 hospitals approved 
for internship have a total of 7,223 internships, 
but there are only 5,510 approved internships 
available annually. 


Of the 7,167 internships shown in the last 
American Medical Association Hospital Census, 
over 6,000 offer cash allowances of $25 per month 
or less—nearly three thousand paid no salary at 
all. 


In contrast to the internship situation in which 
the number of graduates exceeds the number of 
places available, the resident situation shows for 
1937 there were 3,202 available appointments in 
twelve specialties, but only 1,195 of these appoint- 
ments were filled. 


The term of service in different residencies is: 
one year in fifty-three per cent; two years in 
twenty-one per cent, and more than two years in 
the remainder. Eighteen per cent of these posi- 
tions pay no salary; twenty-five per cent pay $25 
per month or less; twenty-five per cent pay $26 
to $50; and twenty-five per cent pay more than 
$50. 


The development of the American Specialty 
Boards and their campaign to limit hospital staff 
appointments as specialists to those who are cer- 
tified by their respective boards is certain to in- 
crease the demand for appointments for residency 
training in the specialties. From present indica- 
tions, those specialists who can qualify for “years 
of practice” will soon be all certified and in gen- 
eral represent the older generation. But the fu- 
ture licentiates will in all probability be quite 
closely limited to those who can qualify by having 
served at least a minimum term as resident in 
that specialty in a hospital approved for resi- 
dency training. 


There is, too, more than a possibility that the 
various states, in order to protect their citizens 
from “overnight” specialists, will place some limi- 
tation on the practice of the medical specialties. 
And there could be nothing more logical than that 
they should limit such practice to licentiates of 
the Specialty Boards in the same manner that 
almost all of the states now requiring the service 
of an internship, limit their approval of such 
service to hospitals approved for the training of 
interns by the Council on Medical Education and 
Hospitals, before granting a license. 
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The House of Delegates 


Proceedings of the Dallas Session 


Report of the Sessions of the House of Delegates of the American 
Hospital Association 


Monday, September 26, 1938 


first session of the House of Delegates of the 

American Hospital Association to order at 
4:45 p. m. Monday, September 26, 1938, in the 
Empire Room of the Hotel Adolphus, Dallas, 
Texas. In his opening address President Neff 
congratulated the Association upon the organiza- 
tion of the House of Delegates which is to become 
the deliberative, legislative, and policy forming 
body of the Association. He explained the rela- 
tionship of the House of Delegates to the Board 
of Trustees, the Coordinating Committee, and the 
Assembly of the Association as contemplated by 
the By-laws adopted by the Association at the 
Atlantic City Convention in 1937. He instructed 
the Executive Secretary to call the roll of those 
members of the House who were elected by the 
Assembly, by the institutional and personal mem- 
bership of the respective states and provinces, 
the President, Past-President, President-elect, 
and members of the Board of Trustees of the 
Association. 


Priest ses ROBERT E. NEFF called the 


As the roll was called, seventy-four out of one 
hundred possible members of the House of Dele- 
gates responded to their names and 24 alternates 
answered present. 


The Chair recognized the Rt. Rev. Msgr. 
Maurice F. Griffin for the purpose of presenting 
an analysis of the National Health Conference 
and its program. 


Msgr. Griffin read his address which was pub- 
lished in full in the October, 1938, issue of 
HOSPITALS. At the conclusion of his address, 
Msgr. Griffin submitted for the consideration of 
the delegates the following recommendation of 
principles and policies which should govern the 
Association in reference to the National Health 
Program. 


“The American Hospital Association expresses 
its approval of the interest the Federal Govern- 
ment is taking in the question of hospitalization. 


“The American people—as a public policy— 
have developed a system of general hospitals, both 
voluntary and tax-supported, to care for the self- 
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supporting and the indigent without distinction. 
Appreciation of the extent and excellence of pres- 
ent hospitals must be the foundation on which to 
build a national program of hospital service. The 
hospitals must continue to cooperate with the 
physicians who assume the personal professional 
responsibility for the care of the sick. To fulfill 
the purpose for which they were established, hos- 
pitals must continue to give a large part of the 
care of the needy. A public service is a public 
trust. The public service of hospitals could be 
enlarged by governmental aid. 


“The need for increasing the number of beds 
for patients with mental disease or tuberculosis 
is generally accepted, along with the need for 
extension of public health work, maternity care, 
child welfare, and medical research. 


“With regard to general hospitals, the fact that 
approximately one-third of all their beds are on 
the average unoccupied indicates caution in the 
addition of new facilities. There is a difference 
of opinion as to how far existing defects in the 
distribution of general hospital facilities, espe- 
cially in rural areas, should be corrected by the 
building of new hospitals, or by improvements or 
enlargement of existing hospitals along with 
improved transportation. 


“The American Hospital Association believes 
that new hospitals should be built in rural or urban 
areas only after accurate surveys of population 
grouping, transportation, the distribution of 
physicians and economic resources show that new 
institutions are needed and that they could be 
maintained on good professional and financial 
standards. 


“The American Hospital Association does not 
believe that the government should build hospitals 
which are not clearly necessary or which compete 
with existing voluntary institutions. 


“Our Association appreciates that one of the 
reasons for vacant beds is the financial inability 
of the hospitals to provide care for some of those 
who cannot pay for themselves, and we are al- 
ready on record in favor of the use of tax funds 
to pay for such care in voluntary and govern- 
mental hospitals. The proposal of the federal 
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government to contribute to such funds would aid 
many states and localities to provide more ade- 
quately for the hospital needs of their people. 


“The American Hospital Association approved 
the principle of hospital care insurance in 1933, 
and since then has assisted by advice and guid- 
ance in the development of non-profit, community- 
wide hospital insurance plans which now have 
some 2,000,000 members in fifty cities and which 
are growing rapidly. The recent endorsement by 
the American Medical Association should encour- 
age this development, and we hope that the 
further growth of these plans will result in plac- 
ing the hospital care of the great majority of our 
employed people on a self-supporting basis. 


“The American Hospital Association should in- 
struct its officers and councils to cooperate with 
the federal government in studies and local sur- 
veys of all areas in which the adequacy of hospital 
facilities or services is questioned, in order to 
determine present needs and the professional and 
financial support required to meet them. Our 
Association’s aim is the welfare of the American 
people through adequate hospital facilities, good 
professional care, sound financial management 
and a system of organization in which govern- 
mental and voluntary agencies cooperate and not 
compete.” 


The Chair recognized Delegate Robert Jolly of 
Texas. 


DELEGATE JOLLY: I rise to inquire if this 
is an open session of the House of Delegates. 


THE CHAIR: The Constitution does not state 
whether the meetings of the House of Delegates 
shall be open or executive sessions. The decision 
rests with the House of Delegates. What are your 
wishes? 


DELEGATE JOLLY: Mr. Chairman, I move 
that this be declared an executive session. 


A DELEGATE: I second the motion of Mr. 
Jolly. 


THE CHAIR: It has been moved and sec- 
onded that this be declared an executive ses- 
sion. All those in favor please signify by saying 
“aye”; contrary “‘no.” The “ayes” have it and it is 
so ordered. 


THE CHAIR: The Chair recognizes Dr. Chris- 
topher G. Parnall of New York. 


DR. PARNALL: Mr. Chairman, the subject 
matter brought up by the recommendation of 
Msgr. Griffin could not be discussed adequately 
by a body of this size in the limited time at its 
disposal. I would move that the recommendation 
be referred to a committee, that the President be 
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instructed to appoint a committee of five, which 
would include the chairman of the Council on- 
Hospital Service, and the chairman of the Coun- 
cil on Public Relations, to study the recommenda- 
tion and bring back their report to this body. 


The motion was seconded and carried. 
Any discussion? 


THE CHAIR: The Chair recognizes Delegate 
Garrett of the District of Columbia. 


DELEGATE GARRETT: We must consider 
how much the facilities of the hospital are util- 
ized. Approval given to principles must recog- 
nize the machinery that comes afterward. 


The Chair recognized Delegate H. E. Hess of 
Nebraska. 


DELEGATE HESS: Careful consideration 
should be given to a study of some unit type other 
than the county. The county is first of all a 
political unit from which we want to stay away. 
County hospitals are occasionally in disrepute 
and this has a tendency to react unfavorably 
towards the voluntary hospitals. 


DELEGATE FISHER of North Carolina: I 
wonder if a committee of five is large enough. 
We want to get a committee representative of the 
different sections of the country. 


THE CHAIR: The committee is only a part 
of the machinery for the consideration of the 
recommendations. 


The Chair recognized Delegate Garrett of the 
District of Columbia. 


DELEGATE GARRETT: The A.M.A. has in- 
cluded resolutions in their program recommend- 
ing that consideration be given to the appoint- 
ment of a Cabinet Member for consideration of 
health problems. The hospitals are cooperating 
with the medical profession and are interested 
first of all in the care of their patients and for 
the future welfare of the hospitals. I feel it 
would be well for the committee to give considera- 
tion to that particular recommendation. 


The Federal Government is giving emergency 
relief in certain sections of the country and have 
planned to make this a nation-wide program. 
When the FWA was established, three million 
people automatically became eligible for medical 
care as Federal employees coming under the 
U. S. Employees Compensation Commission, 
but only hospitals which had government con- 
tracts could be paid for services rendered. 
The government requested a meeting with the 
Joint Advisory Committee of the hospital as- 
sociations and submitted the problem to this 
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Committee with the request that a formula be 
established that would be acceptable to all the 
hospitals for reimbursement of service for U. S. 
Federal Employees Compensation Cases. Care 
had to be given immedjately to the increasing 
number of WPA employees widely distributed 
throughout the States when and as needed in the 
localities where hospital care was available. They 
asked the cooperation of the Joint Advisory 
Committee of the hospitals of the country in 
solving this problem. After a discussion covering 
the better part of two days, the Joint Committee 
agreed upon a rate of $3.50 per day, with re- 
imbursement for extra services under a definite 
schedule of fees. At the same time, working 
with the Joint Advisory Committee and the U. S. 
Compensation Commission, the A.M.A. agreed 
upon the established fee schedule for medical ser- 
vice; thus these employees were brought under 
the Federal Employees Compensation Commis- 
sion. At a later date the States were made the 
employers rather than the Federal Government. 


THE CHAIR: The question before the House 
is upon the motion of Dr. Parnall to authorize the 
Chair to appoint a Committee to consider the 
principles proposed by Msgr. Griffin. Those in 
favor of the motion signify by saying “aye”; con- 


trary “no.” The “ayes” have it and the motion 
prevails. 
THE CHAIR: The Chair appoints the fol- 


lowing committee to study Msgr. Griffin’s rec- 
ommendations: Msgr. Griffin, chairman, Delegate 
Henry M. Pollock, Delegate Eleanor E. Hamilton 
of New Jersey, Delegate Claude W. Munger of 
New York and chairman of the Government Rela- 
tions Council, and Dr. Michael M. Davis, chair- 
man of the Council on Public Education. 


After announcing the appointment of the Com- 
mittee, the President declared the session recessed 
until Tuesday morning at 9:30 a. m. 


Sessicn of the House of Delegates, 
Tuesday Morning, 9:30 A. M. 


President Neff called the House of Delegates to 
order in executive session at 9:30 a. m. Tuesday, 
September 27, and immediately recognized Dr. 
B. W. Black for the purpose of presenting the 
principles governing the extension of medical 
service on an insurance basis for hospital patients 
of limited income who were participants in hos- 
pitals service plans. 


DELEGATE BLACK: I submit herewith for 
the consideration of the House of Delegates the 
following principles: 


September 26, Draft 
“With more than 2,000,000 subscribers enrolled, 
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and with membership increasing at the rate of 
more than one million per year, hospital service 
plans approved by the American Hospital Asso- 
ciation are not only helping patients to pay their 
hospital bills, but are also contributing indirectly 
to the preservation of private medical practice in 
hospitals. 


“The prevalent restriction of these plans to 
semi-private hospital service, and the omission of 
any provision for physicians’ fees in hospital 
cases, have placed non-profit hospital care insur- 
ance beyond the reach of many employed workers 
of limited income. 


“There is a strong demand on the part of these 
low income groups for the creation of hospital 
service plans adapted to their means. Medical 
societies are now studying, and in some cases are 
preparing to sponsor, group payment plans to 
cover medical fees of patients of limited means. 
If these efforts are successful, they will reclaim 
for private medical practice a segment of medical 
service in hospitals even larger than that which 
is protected by existing hospital care insurance 
plans. 


“The American Hospital Association believes 
that efforts by the local medical profession to ex- 
tend the voluntary insurance principle to medical 
fees in hospital practice can be assisted by co- 
operation with approved hospital care insurance 
plans. Approved plans are urged to offer their 
cooperation and assistance to this end. Joint 
efforts will make hospital care available to mil- 
lions of persons of limited means, who in this 
manner would pay for both hospital care and 
medical treatment in hospitals. 


“The American Hospital Association is pre- 
pared to approve periodic payment plans for hos- 
pital care and medical service in hospitals which 
are also approved by the local medical profession 
and which conform to the following principles: 


1 Sponsorship and control by non-profit or- 
ganizations, representative of hospitals, the 
medical profession, and the public 


2 Free choice of physician and free choice of 
hospital 

3 Financial soundness and adequate account- 
ing 

4 Equitable payments to physicians and to hos- 
pitals 


5 Separate finances and reserves for hospital 
care and for medical services of attending 
physicians 


6 Hospital and medical service benefits deter- 
mined by hospitals and the local profession 
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7 Dignified promotion and administration” 


This Resolution does not concern medical prac- 
tice except in hospitals. There is a provision 
here too which requires that whatever reserves 
have been built up by already existing plans must 
not be depleted to take care of medical fees: 
“there shall be separate finances and reserves for 
hospital care and for medical services of attend- 
ing physicians” so with these objectives in mind, 
Mr. Chairman, I move the adoption of this policy 
for the A.H.A. 


A DELEGATE: I second the motion. 


THE CHAIR: It has been moved and seconded 
that we accept these Principles as a policy of the 
A.H.A. Is there any discussion? 


DELEGATE M. H. EICHENLAUB, Pennsy]l- 
vania: Speaking personally, as the representative 
from our State of Pennsylvania, I think it would 
be a great mistake to adopt these Principles. For 
the last two or three years we have been trying 
to get hospital plans started in our State and the 
difficulty all along has been the fear of the medi- 
cal men in the local medical societies. They have 
maintained that at the time the hospitals estab- 
lished the group hospitalization plans that include 
the services of the specialties and that sort of 
thing that it was the practice of medicine and 
that the hospitals were trying to force them into 
socialized medicine. These services have all been 
on the hospital bills. What we have advocated 
and preached has been that we would see to it 
that the relationship between patient, the physi- 
cian, and hospital was retained. The adoption of 
these Principles would be simply proving the case 
of the physicians. I have worked for group hos- 
pitalization but at the same time concur with the 
opinion of many medical men in our institutions. 
If the national hospital associations adopt any 
such recommendation at this time it will undo 
with one stroke all we have done in the past two 
or three years to break down the opposition of 
the medical profession. 


The Chair recognized Delegate A. J. Hockett 
of Louisiana. 


DELEGATE HOCKETT: As one of the 
younger members from Louisiana, I did not in- 
tend to say anything when I came here this morn- 
ing, but I would like to tell you that in the South 
we have this situation. We have a group hos- 
pitalization plan in Louisiana smoothly operating 
at the present time. Less than two weeks ago, 
the representative of an industry in New Orleans 
came to us and said: “More than 1500 of our em- 
ployees are now covered by group hospitalization 
and must be given adequate medical care by 
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January first or we propose going into the open 
market and purchasing such medical care for our 
employees.” What does this mean? That indus- 
try is going to purchase adequate medical care 
for its employees whether we provide it or not, 
and this will do away with Point 1 of the Prin- 
ciples, and Point 2 of the Principles of this par- 
ticular program will immediately become in- 
active in that free choice of physician will be 
denied. It seems to me of vital importance that 
we should leave this Convention with some sort 
of definite principles on which to stand. From 
the issue which has arisen in our community, it 
seems to me vitally important that the program 
be adopted and any specific amendments can come 
later. 


DELEGATE BLACK: The delegates will ap- 
preciate that this does not force anything on any- 
body. It does not say the medical profession is 
going to furnish medical care. It says if the 
local medical societies should determine some such 
thing is necessary, then hospital plans are ready 
to cooperate. 


A DELEGATE: Will Dr. Black read that 
paragraph again? 


DELEGATE BLACK: I think you are re- 
ferring to paragraph four. “The American Hos- 
pital Association believes that the efforts by the 
local medical professions to extend the voluntary 
insurance principle to medical fees in hospital 
practice can be assisted by cooperation with ap- 
proved hospital care insurance plans. Approved 
plans are urged to offer their cooperation and 
assistance to this end. Joint efforts will make 
hospital care available to millions of persons of 
limited means, who in this manner would pay 
for both hospital care and medical treatment in 
hospitals.” There is just one other point and 
that is paragraph five: “The American Hospital 
Association is prepared to approved periodic pay- 
ment plans for hospital care and medical service 
in hospitals which are also approved by the local 
medical profession and which conform to the fol- 
lowing Principles”: and then the seven Principles 
follow. 


DELEGATE JOHN H. HAYES of New York: 
How will this affect ward care in hospitals? Will 
it throw our closed hospitals open to physicians 
we do not allow in our hospitals? 


DELEGATE BLACK: There is just one other 
point: “The American Hospital Association is 
prepared to approve periodic payment plans for 
hospital care and medical service in hospitals 
which are also approved by the local medical 
profession.” 


DELEGATE HAYES: I am referring to the 
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second Principle here: “. . . free choice of physi- 
cian and free choice of hospital.”” This proposal, 
as I look at it, refers to ward care in low income 
groups in large cities. A great proportion of the 
doctors in New York City have no ward connec- 
tion, and when these low income groups go to 
their own family doctor and have to be admitted 
to the ward, it will eliminate free choice of 
physician. 


DELEGATE HESS: For my own information, 
I would like to hear from one of the New York 
group how far the payment of medical fees has 
gone in their hospital plan. I understand provi- 
sion has been made for payment of medical care 
in ward cases. 


THE CHAIR: The Chair recognizes Mr. Frank 
Van Dyk of New York for the purpose of answer- 
ing Mr. Hess’s question. 


DELEGATE FRANK VAN DYK: A commit- 
tee of representatives of the five counties of New 
York was appointed. As Mr. Hayes has said, it 
is not easy to work out the details of matters of 
this kind. Progress has been made, but I am not 
prepared to say just how these various hospital 
plans covering limited income groups are to pro- 
ceed. Each community must work out its own 
problem. Certainly this is true so far as this 
particular recommendation is concerned. It re- 
fers only to such local arrangements as can be 
made. Obviously it means the pay wards. Closed 
hospitals are not going to be thrown open, but 
remain closed. Compensation wards such as have 
been developed in some hospitals might be the 
answer. 


The development of the plans, as you know, has 
been a rapid one. Hospitalization for more than 
150,000 persons has been provided during the 
past three years. During the first year of opera- 
tion of the plan, the demand on the hospitals was 
not large. The situation does not change over- 
night. The structure of the hospital, so far as 
staff relationships are concerned, has not changed 
although more than two million persons have en- 
rolled in group hospitalization plans throughout 
the country. There is every opportunity for a 
gradual transition. The question of free hospitals 
is involved, of course. It is a problem which will 
possibly delay and make it difficult for us to get 
under way. It is amazing to me to find the great 
number of hospitals, in New York particularly, 
to find the kind of patient we have in mind— 
private patients—termed “private wards” or 
“pay wards.” 


DELEGATE PARNALL: As I see it, this is 
an effort to set forth general principles under 
which hospital service plans may cooperate with 
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the local medical profession in any community. 
It doesn’t go into any detail. There is no com- 
pulsion about it. No plan is going to be estab- 
lished unless the local medical profession is will- 
ing to cooperate in it. On the other hand, it 
does prevent hospital service plans from going 
ahead with any plan of medical service without 
the approval of the local medical profession. To 
that extent it is a protection to the local medical 
profession. As far as ward service is con- 
cerned, there is no ambiguity there as it does 
not change present conditions at all. If it is cus- 
tomary for the hospital to accept ward patients 
under a physician, whether in ward service or 
not, the patient would still have free choice. If 
the hospital’s custom is not to permit private 
practice in wards, it does not change the arrange- 
ment at all because the patient goes to his physi- 
cian—he has free choice—and if the physician 
chooses to send him to a hospital he is not con- 
nected with, he is acting on the advice of his 
physician and so exercises his free choice of 
physician. 


THE CHAIR: The By-laws provide that in 
the absence of the President, the President-elect 
shall preside over the meetings of the House of 
Delegates. Due to an important engagement I 
will have to leave the meeting and now turn the 
Chair over to President-elect Dr. Harvey Agnew. 


The Chair recognized Delegate Ross Garrett of 
the District of Columbia. 


DELEGATE ROSS GARRETT: I address the 
House of Delegates to expedite, not delay, ap- 
proval of these principles. In the District of 
Columbia we have a situation which I believe is 
common knowledge to most of the delegates. The 
pertinence of this particular set of principles to 
the District of Columbia is evident because the 
District of Columbia medical society is going 
ahead with a plan of its own providing the same 
thing as Group Hospitalization, Incorporated, 
provides the citizens of Washington. We shall 
probably report out that inasmuch as machinery 
already exists and has built up satisfactory re- 
serves, cutting the rate from seventy-five cents to 
sixty-five cents per month and expanding the 
benefits at the same time, as well as increasing 
payments to hospitals at the end of the year, that 
such satisfactory machinery is the logical one 
to handle the matter rather than for them not to 
receive the benefit of our experience. We will 
tell them that a number of principles have been 
laid down for the guidance of individuals and 
individual hospitals, laid down by veterans of 
the Association. If this House of Delegates acts 
favorably upon this set of principles, it will be a 
great aid to the medical society of the District of 
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Columbia in working out what we hope to put 
into operation, but it must be accomplished very 
rapidly. These Principles state that the reserves 
involved and the monies involved must be sepa- 
rated so far as hospital care and medical societies 
are concerned. These Principles, if properly por- 
trayed, will have the same bearing as the ten 
principles of the American Medical Association. 
This House of Delegates—the Association itself— 
cannot go out and modify existing plans in any 
way. All we can do is to set up principles for 
guidance of the plans. The American Hospital 
Association has set up standards for approving 
plans. Situations come about, as in the District 
of Columbia, where plans are confronted by the 
question whether they can set-up plans in co- 
operation with the A.M.A. without upsetting 
the approval of the A.H.A. It is a yard- 
stick for the local communities. I am acquainted 
with the situation in Pennsylvania. It is un- 
fortunate. However, certain things will definitely 
come about in the next year and it will be un- 
fortunate if to protect some ¢mmunity we delay 
taking the definite stand at this time. Problems 
were present when group hospitalization first 
came to us many years ago, and these problems 
were battled through. 


At the request of the medical society, St. Louis 
made a survey three years ago. Before the sur- 
vey the medical society were adamant against 
hospitals putting up a plan of group hospitaliza- 
tion. As the result of the survey, the plan was 
put in. Now the plan is pointed to with pride by 
the medical society. 


We should not delay taking definite action re- 
gardless of the exact wording of this resolution. 
We are saying—if such and such a thing happens 
within the next year, if the plan is also in line with 
these Principles, it will be approved. I wish to 
impress upon you the importance of the adoption 
of these Principles at this time. They are as care- 
fully and definitely worded as possible. 


DELEGATE WOODARD: I think the key- 
note has been struck in regard to this reso- 
lution. This is to be, and must be, a co- 
operative effort between the A.H.A. and the 
A.M.A. The only point which concerns me 
about this resolution, about which there might 
be some question, is whether the A.H.A. is 
setting up principles for the guidance of 
the medical societies. It might be easier to 
work with the local groups if these principles 
which are to be used as a guide be a joint effort 
of the A.H.A. and the A.M.A. Cooperative effort 
should start at the top and work down. This 
involves striking out the last paragraph. 
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The Chair recognized Delegate Basil MacLean 
of New York. 


DELEGATE MaAcLEAN: I wish to propose 
the following motion: The American Hospital 
Association is prepared to cooperate with the 
American Medical Association through the ap- 
pointment of a joint committee to formulate prin- 
ciples to cover the development of periodic pay- 
ment plans for hospital care and medical service 
in hospitals. 


The motion was seconded. 


THE CHAIR: The motion as duly made and 
seconded is open for discussion. 


DELEGATE BUCK, of Connecticut: The pass- 
ing of a set of fundamental principles will simply 
meet with a storm of opposition for which I 
can make no satisfactory explanation. I think it 
is a problem which will have to be solved, but 
not before this session. Unless the principles are 
greatly modified, I think the press will misrepre- 
sent us all over the country and create for us 
some great problems. 


The Chair recognized Delegate Frank Walter 
from Colorado. 


DELEGATE WALTER: As most of you know, 
our plan has been delayed in Denver. Before I 
came here, some members of our local medical 
society came to me and said: “The American 
Hospital Association is going on record in favor 
of group hospitalization going into medical ser- 
vice.” I told them I had no knowledge of any- 
thing of this kind. I don’t know where they got 
the information it was going to be discussed. 
Now when we go back to Denver, they are going 
to tell us: “We told you so.” If these principles 
are passed, they must be absolutely clarified so 
there is no misunderstanding. It must be under- 
stood that group hospitalization plans must have 
the approval of the local medical societies before 
any program of this kind is adopted. I am sorry 
to see this issue come up at this particular time. 
I agree, as will all the delegates, that it is a prob- 
lem that will at some time have to be faced, but 
I hope it will not be done at this time. 


DELEGATE CLAUDE W. MUNGER: Cer- 
tain backward communities hold back from group 
hospitalization, while others have gone forward 
and had group hospitalization for a long time. 
The thing you want to emphasize is that you are 
going to bring into the paid group a very large 
section of the patient load, those who now come 
under part-pay or charity. I think as hospital 
people we should think of that. We need income, 
we all know. I think it is going to appeal to the 
doctors because it means income to them. I 
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talked the matter over with my medical board. 
They think it is a fine idea. There is no trouble 
there at all. 


DELEGATE HAYES: It would mean break- 
ing down the closed hospitals. 


The Chair recognized Delegate Malcolm T. 
MacEachern, Delaware. 


DELEGATE MacEACHERN: I agree with 
the delegate from New York. It would mean 
breaking down closed hospitals. Group hospitali- 
zation plans haven’t specified anything about hos- 
pitals being on the preferred list. Last year the 
A.M.A. after investigation refused registration 
to 581 hospitals. Are you going to approve send- 
ing patients to these unregistered hospitals? 
There are a great number of doctors who are 
refused admission to closed or courtesy staffs of 
hospitals because of unethical practices or because 
they are professionally unqualified, or for some 
other good reason. Will you lean back from this 
“free choice of doctor and hospitals”? This is a 
dangerous principle. There are certain hospitals 
the American College of Surgeons will not have 
anything to do with. They have never been ap- 
proved. Principle Number 2 is very dangerous. 
You are leaning back too far on that. We should 
add “free choice of doctors within those privileged 
to work in the hospital.’”’ Without this restric- 
tion we are going to break down the ethics and 
high standards which this organization has set up. 


DELEGATE ROSS GARRETT: There must 
be no interference in the relationship between 
physician and hospital. 


A DELEGATE: The adoption of these Prin- 
ciples will give the impression by implication to 
the general public and the medical profession that 
we are urging and forcing the medical profession 
into some such plan as we are talking about. I 
think we could well adopt the resolution as sug- 
gested here and submit it to the American Medi- 
cal Association. 


DELEGATE WOODARD, Florida: I think the 
delegate is absolutely right. We do not have 
group hospitalization in our city but it can be 
worked out. It is being worked out in Miami. 
Just as sure as we pass this resolution, we will 
have people coming in and using physicians we 
do not allow in the hospital. The points Dr. 
MacEachern brought out should be given thorough 
consideration. I, being a physician, and repre- 
senting the medical and also the hospital side, 
know as sure as I am here that in the adoption 
of this resolution they will say we are trying 
to break down the closed hospital. The resolu- 
tion in general is all right. It needs a little modi- 
fication. Why not appoint a committee from this 
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group, the American Medical Association, and the 
American College of Surgeons. When these three 
groups agree, we can make the plan go and not 
before. 


DELEGATE A. W. BUCK, Connecticut: I 
move to table this resolution. 


DELEGATE JOHN H. HAYES: I second the 
motion. 


THE CHAIR: Is your motion to table the 
motion that we invite the A.M.A. to cooperate 
with us, or to table the original motion to adopt 
the Principles? 


DELEGATE BUCK: The original motion to 
adopt the principles. 


THE CHAIR: It has been moved by Delegate 
Buck and seconded by Delegate Hayes that the 
original motion of Delegate Black be tabled. 


MEMBERS: No! No! 


A DELEGATE: Who are entitled to vote on 
the motion. 


The Chair ruled that only the official delegates 
or in their absence their alternates. 


THE CHAIR: Do you wish to have this as a 
recorded vote or a viva voce vote? 


DELEGATE WALTER: Mr. Chairman, I ask 
for a roll call. 


THE CHAIR: The request of Delegate Walter 
for a roll call be upheld? Those desiring the roll 
call will vote ‘aye’; the contrary “no.” The 
“ayes” have it and it is so ordered. The secretary 
will call the roll of the House and the delegates 
will record their votes as their names are called. 
The delegates will now recall that they are voting 
on the motion of Delegate Buck, seconded by Dele- 
gate Hayes, to table the motion to adopt the Prin- 
ciples presented by Delegate Black. 


The roll was called. 
As the roll call was proceeding— 


DELEGATE WOODARD: Iam opposed to the 
resolution as it now stands but there is too much 
good in it to kill it. 


The roll call was completed and the Chair an- 
nounced that the record of the vote showed that 
60 votes were cast, of which 44 voted against 
tabling the motion to adopt, and 16 voted for the 
motion to table. 


The Chair announced that the motion to table 
the original motion was lost. 


The Chair recognized Delegate Jolly of Texas. 
DELEGATE JOLLY: Mr. Chairman, I wish 
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to move that the report be referred back to the 
committee for further consideration and that they 
bring it back to the House this afternoon, or to 
the session tomorrow morning. 


DELEGATE WOODARD seconded the motion. 


THE CHAIR: It has been moved by Delegate 
Jolly and seconded by Delegate Woodard of 
Florida that the original motion be referred back 
to the committee for further consideration and 
brought back for reconsideration at a later session 
of the House. 


DELEGATE MAcEACHERN, Delaware: I 
was about to offer another motion. I was in 
hopes that the House would take this report as a 
guide and would not go too far on record at this 
time. I believe we should deliberate with the 
American Medical Association. I feel that the 
A.H.A. and the A.M.A. and the American College 
of Surgeons should work very closely together on 
the various problems before us. I would like to 
do everything possible to solidify action. We can 
say to the A.M.A., “We would like to cooperate 
in every way we can,” and I am quite sure their 
ideas are not so far from the fine ideas of this 
organization here. I just leave that suggestion 
in discussing Delegate Jolly’s motion. 


DELEGATE JOLLY: My motion did not say 
when the Trustees should bring these Principles 
back. They can have until February if they so 
desire. 


THE CHAIR: Is there any further discussion 
on the motion of Delegate Jolly to have the 
recommendation referred back to the Trustees? 


THE EXECUTIVE SECRETARY: Without 
speaking for or against the motion that is before 
the House, the thought has come to me that any 
machinery which the House of Delegates may set- 
up for future action on these Principles and 
in the event that approval of these “Principles” 
is delayed at this Convention, the House will have 
no further opportunity to take action for at least 
one year. Under the By-Laws of the Association 
final action of approval or disapproval on policies 
of the Association rests with the House of Dele- 
gates. The officials of the American Medical 
Association have no more individual authority to 
agree to these Principles for the A.M.A. than 
your President or myself would have to agree to 
them for the American Hospital Association. 


Events which will transpire within the next 
few months will afford neither the time nor the 
opportunity for either the House of Delegates of 
the American Hospital Association or of the 
American Medical Association to take any official 
action between this time and the convening of 
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Congress. If you cannot take action, if you can- 
not accept these Principles as a guide, if they 
are not sound, practical and reliable, you should 
vote them down. If, on the other hand, you can 
take a far-reaching viewpoint, if you believe 
these Principles to be sound, sincere, and honest, 
then action should be taken at this Convention. 
There is no probability that the House of 
Delegates will be called to assemble within the 
coming year unless there are matters of extreme 
importance which concern all hospitals to be 
considered. You must either deny the Principles 
or officially accept them as basic for the guidance 
of hospitals and the Board of Trustees and Coun- 
cils of the American Hospital Association. You 
cannot straddle the fence on this proposition. 
You must vote these Principles down or give 
them your approval. If you do vote them down 
you will be denying these Principles and our 
hospitals and the public will lose the benefits. 


With the discussion which we have had here 
this morning, I am of the opinion that the Trus- 
tees can make such changes as have been sug- 
gested and present them for the consideration 
of this body when it meets tomorrow morning or 
tomorrow afternoon. 


DELEGATE R. E. HEERMAN, California: 
With the consent of Delegate Robert Jolly, I 
would like to amend his motion that these Prin- 
ciples be referred back to the Board of Trustees 
for reconsideration and that the Board present 
the “Principles” tomorrow afternoon for our con- 
sideration. 


DELEGATE JOLLY: With the consent of the 
second of my motion, I accept Delegate Heerman’s 
amendment. 


THE CHAIR: The motion before the House 
is to recommit the Principles to the Board of 
Trustees, with instructions to report back to the 
House of Delegates at the session tomorrow morn- 
ing or tomorrow afternoon. Will all those in 
favor of the motion signify by saying “aye’’; con- 
trary “no.” The “ayes” have it, and the Prin- 
ciples are referred to the Board of Trustees for 
their reconsideration and report back to the 
House at tomorrow’s sessions. 


A DELEGATE: Should not the Board of . 
Trustees and the Committee conduct open hear- 
ings so that they may receive the benefit of any 
suggestions from the members of the House as 
well as members of the Association? 


THE CHAIR: The Board of Trustees will be 
in session at the Headquarters of the Association, 
Room 843, where during the morning and after- 
noon members of the House or of the Association 
may present their views on these Principles. 
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The next order of business is the report of the 
Board of Trustees which will be presented by the 
senior trustee of the Association, Monsignor 
Griffin. 


MSGR. GRIFFIN: Mr. President, and Mem- 
bers of the House of Delegates: Your Board 
of Trustees has had nine meetings since our last 
annual report. Your Board’s membership has 
been increased to twelve members under the new 
By-Laws, three more than the nine that con- 
stituted the Board of Trustees under the old Con- 
stitution of the Association. 


The first session of the House of Delegates of 
the Association is most impressive. This repre- 
sentative body selected by the membership of the 
Association, composed as it is of members of the 
Association in the various states and provinces, 
will be the deliberative, policy-forming, and legis- 
lative branch of the Association. 


The Board of Trustees announces with sorrow 
the death of the business manager of the Associa- 
tion, Miss Anna T. McCann. For eighteen years 
she served the Association faithfully and well, 
without vacation, her whole heart and soul in the 
Association which she had nurtured, for Miss 
McCann was the secretary to the first Executive 
Secretary. She carried the brunt of the office de- 
tail. Her loss was a great one to the Association, 
and her memory is held in veneration by all of its 
members. Her place has been filled by one she 
had under her charge and direction for fourteen 
years, Miss Evelyn Johnson. During the past 
year the Association has engaged Mr. Leonard 
Shaw as Assistant to the Executive Secretary. 


We wish to call your attention to the serious 
illness of one of the valued members of the Board, 
Miss E. Muriel Anscombe, who is happily on the 
road to recovery. 


The Headquarters Building has been reno- 
vated, the lighting system changed throughout, 
and modern oil-burning equipment has been in- 
stalled for heating purposes. 


We have as guests of the Association, occupy- 
ing office space in the Headquarters Building, the 
American College of Hospital Administrators, the 
National Association of Nurse Anesthetists, and 
the Committee on Hospital Service. 


During the year the Association has been 
pleased to present to the State associations a 
model set of by-laws, the adoption of which by 
the state associations will establish the state asso- 
ciations as geographical sections of the American 
Hospital Association. 


During the year, by authority of the Board, a 
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new Council has been created. This is the Council 

‘on Hospital Care Insurance. It increases the 
number of the Councils established by the Asso- 

ciation to seven. 


During the year we have retired fourteen thou- 
sand dollars ($14,000) of our outstanding bonds, 
seven thousand dollars ($7,000) each of the two 
issues—the general mortgage and the first mort- 
gage bonds. For the first time in the history of the 
Association it has met all of its disbursements up 
to the date of the opening of the Convention with- 
out using any of the funds accruing from the 
commercial exhibits. In addition to maintaining 
its disbursements for the operation of the Asso- 
ciation within the limits of its income, the 
Association has borne all the expense of the Joint 
Advisory Committee of the national hospital 
associations, amounting to in excess of twenty- 
one hundred dollars ($2,100), and taken care of 
its obligations under the Social Security Act of 
both the Federal and the State of Illinois laws, 
which has placed an additional burden of 
$2,119.25 on your Association for the present 
year. 


HOSPITALS, the official journal of the Ameri- 
can Hospital Association, publishes and distrib- 
utes 5,300 copies each month. It has a total paid- 
up circulation of 4,941. Between thirty-five and 
forty thousand reprints of articles which have ap- 
peared in HOSPITALS during the year have been 
distributed to the hospital field and to the public. 
These reprints have been supplied upon request 
of the authors, foundations, and organizations 
whose activities are national in scope. 


The Annual Transactions published at the close 
of each annual Convention and which forms one 
of the most valuable texts on hospital manage- 
ment and operation, was printed and distributed 
to five thousand members and subscribers during 
the past year. 


The reports of the various Councils and Com- 
mittees have been printed and distributed to the 
membership. Particular mention should be made 
of the report of the Committee on Necropsies 
which is a remarkable accomplishment of Dr. 
Bishop’s Committee. 


During the year at intervals of ten days the 
Legislative Bulletin, covering state, provincial, 
and national legislation of interest to hospitals, 
has been compiled and distributed from the Asso- 
ciation Headquarters by the Council on Govern- 
ment Relations. 


The Institute of Hospital Administrators con- 
ducted its Sixth Annual Session with the largest 
increase in enrollment registered in any one year. 
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The Alumni Association of the Institute now has 
more than six hundred active members. They 
have their annual alumni meetings at the time of 
our annual conventions. In the enlargement of 
the faculty of the Institute and with the assem- 
blage of authorities of national standing the 
Board of Trustees feel that the committee in 
charge is to be complimented in bringing so dis- 
tinguished a group of hospital specialists to the 
Institute for the benefit of the students who have 
registered. 


The Hospital Library, which as you know the 
Association has conducted for the past eight 
years, has carried on a different educational ac- 
tivity in which the expansion of service has 
rapidly progressed. The work which the Hos- 
pital and Library Service Bureau has performed 
this year has been approximately double that 
which was done before the Association took over 
the Library. We have made an inventory and in 
a very conservative estimate the books which we 
have assembled in the library are valued at 
$12,500. There are 3,650 circulating package 
libraries. During the past year 7,635 package 
libraries were sent out to 3,400 hospital adminis- 
trators. There are 1,000 plans and specifications 
of hospital buildings of all types on file in the 
library. During the past eight years 38,682 
package libraries have gone out from the Hos- 
pital Library to interested hospital people who 
have asked for information. These have been 
sent to 16,409 hospital people who have requested 
information on various hospital problems. 


The Board of Trustees desires to report that 
the International Hospital Association which was 
organized at our annual convention in Atlantic 
City in 1931 will hold its Biennial Congress in 
America for the second time. It will meet with 
us in Toronto in September of next year. We 
refer with a great deal of pride to the fact that 
Dr. Malcolm T. MacEachern, Past-President of 
the American Hospital Association, is the Presi- 
dent of the International Hospital Association, 
and he will extend a personal invitation to all of 
you to attend the International Convention in 
Toronto. 


The observation of National Hospital Day, 
which was directed by the National Hospital Day 
Committee of which Albert G. Hahn is Chairman, 
was more general and widespread this year than 
in previous years. The Committee reports an 
increase of 3314 per cent of hospitals observing 
National Hospital Day this year over the previous 
year. It is significant that Chile and Australia, 
as well as-one or two other countries abroad, have 
instituted observance of National Hospital Day. 
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The activities of the American Hospital Asso- 
ciation membership of the Joint Advisory Com- 
mittee are now under the direction of the Council 
on Government Relations. The Board of Trustees 
authorized the Executive Secretary to send an- 
other appeal for funds to the hospital field if in 
his judgment it became necessary. However, the 
American Hospital Association was enabled to 
make its appropriation for the work of the Joint 
Advisory Committee from the operating income 
of the Association and without making an appeal 
to the hospitals for further financial support 
during the year. 


The registration at this Convention has been 
very satisfactory. Yesterday in a space of a little 
more than two hours the registration staff regis- 
tered over twelve hundred persons. The com- 
mercial and educational exhibits are well up to 
the average, the educational exhibit in particular 
being the largest and best arranged that the 
Association has ever had. The income from the 
exhibit will average well with other conventions. 


The program of the Convention speaks for it- 
self, and we hope you will accept the personal 
gratification of the Board of Trustees for your 
assistance in assembling a group of nationally 
known figures, including the Honorable Arthur 
J. Altmeyer, Dr. Katherine F. Lenroot, Dr. Joseph 
W. Mountin, Dr. V. M. Hoge, the Honorable Pat 
Neff (President of Baylor University), and oth- 
ers who will contribute to the program of the 
week. 


The Board of Trustees desires to take this op- 
portunity to express its appreciation of the co- 
operation of the entire membership with the pur- 
poses and objectives of the Association during the 
past year. At no time in the history has there 
been such solidarity of purpose and unanimity of 
thought in the hespital field. 


I submit, Mr. Chairman, the report of the Board 
of Trustees of this Association. 


DELEGATE MAcEACHERN: If in order, 
I have the pleasure of moving the adoption of the 
report of the Board of Trustees. 


Motion seconded and carried by a viva voce vote. 


CHAIRMAN AGNEW: On behalf of the Dele- 
gates I wish to convey to you, Monsignor Griffin, 
our appreciation for preparing this report. 


DELEGATE R. H. BISHOP, of Ohio: I would 
like to. ask one question. What is the amount of 
our operating budget? 

THE EXECUTIVE SECRETARY: $120,000 per 
year. 

THE CHAIR: The Treasurer’s Report will be 
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presented by Dr. Caldwell tomorrow in the ab- 
sence of Treasurer Bacon and you may ask any 
question about the finances of the Association at 
that time. 


The Chair will recognize Dr. Basil C. MacLean, 
chairman of the Council on Administrative Prac- 
tice, to present the report for his Council. 


DR. MACLEAN: Mr. President, if I may sum- 
marize very briefly the report of the Council on 
Administrative Practice, I should like to mention 
that apart from the work done on seven sections 
of the Association which are assigned to this 
Council and coordinating these programs, the 
work of this Council has fallen into four main 
divisions: first, Accounting and Statistics—the 
chairman is Graham Davis and he has an able 
committee to assist him. The manual, Hospital 
Accounting and Statistics, has gone into its third 
printing. This manual is an instance of a self- 
supporting publication. It has been felt that 
something more is needed, something for the 
small institutions, and the committee has worked 
this year on a manual of bookkeeping methods 
for small hospitals and a tentative draft has been 
prepared. The outline is available at the educa- 
tional exhibit at the Exhibition Hall. This exhibit 
is of particular interest to the smaller hospitals. 
The preparation of this manual is a job which 
will take another year at least. 


The second main division of work assigned to 
this Council is that of Personnel Relations. Most 
of the membership has already been supplied with 
the bibliography of this committee, compiled by 
Miss Snyder. The committee is working under 
the chairmanship of James A. Hamilton. Six 
articles are now in progress of preparation for 
publication in the next six months. They are to 
be published in HOSPITALS. The task of this 
section of our Council will take at least two years 
to complete. 


The third division of work of the Council is In- 
surance Coverage. A study is to be made of insur- 
ance coverage in hospitals in the United States. 
An excellent job was done in Minnesota for the 
State Hospital Association and it was thought 
that hospitals should do on a national scale some- 
thing similar to that which was accomplished by 
the Hotel Association several years ago. It is 
hoped that as a result of the work of this com- 
mittee, there will be some reduction in the insur- 
ance rates charged to hospitals. The Insurance 
Coverage Committee is headed by Dr. John 
Gorrell. 


The fourth division of activity of this Council 
was undertaken at the suggestion of President 
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Neff and is a study of accidents in hospitals. We 
did not know how far we could get with this so 
we sent out a trial balloon. On the basis of this 
we will undertake a more extensive study. We 
are working in close touch with the National 
Safety Council on this project. The last publica- 
tion on this subject was in 1933 and was sponsored 
jointly by the American Hospital Association and 
the National Safety Council. 


Another activity of the Council on Administra- 
tive Practice was in connection with the Institute 
for Hospital Administrators, which is conducted 
each year by the American Hospital Association 
with the cooperation of the University of Chicago 
(School of Business), the American College of 
Hospital Administrators, the American College of 
Surgeons, the American Medical Association and 
the Chicago Hospital Council. 


Dr. Fred G. Carter, a member of our Council, 
acted as liaison officer of the American Hospital 
Association in an advisory capacity. 


I would like to request that the members of the 
House of Delegates do not hesitate to make criti- 
cism of the work of the Committees or the Coun- 
cil. We will be very pleased to have any ideas 
which you may present to us. 


THE CHAIR: Thank you, Dr. MacLean. 
When we appointed the first Council several years 
ago, we wondered if there was enough work for 
that Council to do. We now have seven and 
plenty of work for each one of them. 


Because of this historic first meeting of the 
House of Delegates, we wish to have a photograph 
of the full House for publication in HOSPITALS 
and for preservation in the archives of the Asso- 
ciation. The photograph will be taken at four 
o’clock, just after the meeting opens tomorrow. 
We ask you all to be here as part of this historic 
record. 


Your attention is called to the meeting of Msgr. 
Griffin’s committee and the Board of Trustees for 
the consideration of the principles of cooperation 
of the American Hospital Association with the 
National Health Program which will hold its hear- 
ings in the parlors reserved for the Association, 
Room 843, in this hotel. All who are interested 
are requested to present their. recommendations 
to the committee’s hearings. 


The meeting is recessed until 9:30 tomorrow 
morning in this hall. 
The Session of the House of Delegates, 
Wednesday, September 28, 9:30 A. M. 
President Neff in the Chair. 
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After calling the Session to order, the Chair 
recognized Dr. B. W. Black to present the revised 
Principles of the Board of Trustees covering the 
extension of medical service upon an insurance 
basis to participants of hospital service plans. 


DELEGATE BLACK: The Board of Trustees 
has given grave consideration to the suggestions 
made at the sessions of the House of Delegates on 
Monday afternoon and to members of the Asso- 
ciation who presented their views upon these 
Principles. After a careful study of these sug- 
gestions and a full hearing by the Board of Trus- 
tees, I have the honor to present the following 
recommendations from the Board of Trustees to 
the House of Delegates of the American Hospital 
Association concerning the Principles of Relation- 
ship between approved hospital service associa- 
tions and the medical profession in proposals to 
provide medical service on an insurance basis to 
hospital patients of limited income and move their 
adoption. 


Recommendation to the House of Delegates of 
the American Hospital Association from the 
Board of Trustees: 


“Concerning the principles of relationship 
between approved Hospital Service Associa- 
tions and the Medical Profession in proposals 
to provide medical service on an insurance 
basis to hospital patients of limited income. 


“With more than 2,000,000 subscribers enrolled, 
and with membership increasing at the rate of 
more than one million per year, hospital service 
plans approved by the American Hospital Asso- 
ciation are not only helping patients to pay their 
hospital bills, but are also contributing indirectly 
to the preservation of private medical practice in 
hospitals. 


“The prevalent restriction of these plans to 
semi-private hospital service, and the omission of 
any provision for physicians’ fees in hospital 
cases, have placed non-profit hospital care insur- 
ance beyond the reach of many employed workers 
of limited income. 


“There is a strong demand on the part of these 
low income groups for the creation of hospital 
service plans adapted to their means. Medical 
societies are now studying, and in some cases are 
preparing to sponsor, group payment plans to 
cover medical fees of patients of limited means. 
If these efforts are successful, they will reclaim 
for private medical practice a segment of medical 
service in hospitals even larger than that which 
is protected by existing hospital care insurance 
plans. 
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“The American Hospital Association believes 
that efforts by the local medical profession to 
extend the voluntary insurance principle to med- 
ical fees in hospital practice can be assisted by 
cooperation with approved hospital care insurance 
plans. Approved plans are urged to offer their co- 
operation and assistance to this end. Joint efforts 
will make hospital care available to millions of 
persons of limited means, who in this manner 
would pay for both hospital care and medical 
treatment in hospitals. 


“The American Hospital Association is pre- 
pared to approve periodic payment plans for hos- 
pital care and medical service in hospitals which 
are also approved by the local medical profession 
and which conform to the following principles: 


1. Sponsorship and control by non-profit organ- 
izations, representative of hospitals, the 
medical profession, and the public. 


2. Free choice of physician and free choice of 
hospital consistent with existing relations 
between approved hospitals and their physi- 
cians. 


3. Financial soundness and adequate account- 
ing. 

4. Equitable payments to physicians and to 
hospitals. 


5. Separate finances and reserves for hospital 
care and for medical services of attending 
physicians. 


6. Hospital and medical service benefits de- 
termined by hospitals and the local profes- 
sion. 


7. Dignified promotion and administration. 


“The American Medical Association is invited 
to confer with the American Hospital Association 
regarding these and related problems with a view 
to harmonious joint action in the public interest.” 


A DELEGATE: I second Dr. Black’s motion. 


THE CHAIR: The motion before the House 
is upon the adoption of the Principles recom- 
mended by the Board of Trustees and just pre- 
sented by Dr. Black. Is there any discussion? 


The Chair recognized the Executive Secretary. 


THE EXECUTIVE SECRETARY: Yesterday, 
after the adjournment of the morning session, I 
called Dr. Olin West, Secretary of the American 
Medical Association, over the long distance tele- 
phone. I read to him the body of these Principles. 
After reading them, I told Dr. West that my pur- 
pose in communicating with him was to give him 
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early information of what was being considered 
by the House of Delegates in connection with the 
program for the extension of medical service to 
participants of group hospitalization plans, and 
to ask his opinion as to the probable position 
which the American Medical Association would 
take on these Principles. After these Principles 
were read and explained to Dr. West, he replied: 
“Now, Bert, as you have read it and as I under- 
stand it, speaking personally and not for the 
A.M.A., because I cannot speak any more for the 
A.M.A. than you can speak for the A.H.A. with- 
out due authority, but as you have read these 
Principles and as I understand them, I can see no 
possible objection to them.” He was very appre- 
ciative of the statement of the last paragraph of 
the Principles, which Dr. Black has just read you. 
That is the paragraph in which an invitation was 
extended by the A.H.A. to the A.M.A. for their 
cooperation. 


The Chair recognized Delegate Howard E. 
Bishop of Pennsylvania. 


DELEGATE BISHOP: Group service plans 
were started in our city several years ago. Those 
of us here know that this has not been without a 
fight. There have been scraps in many places, 
in Pennsylvania particularly, to get these service 
plans going. They have had the enmity of many 
doctors, and still have. The hospitals of the coun- 
try are now in an enviable position. There is no 
question but what the medical profession is com- 
ing to the point where they will accept hospital 
service plans—in some cases not too graciously. 
Why stick our necks out and get the enmity of 
these physicians in our hospitals? If we wait a 
little bit longer, these men who think they do not 
want it will want it and come to us. 


The Chair recognized Delegate Alice Henninger. 


DELEGATE HENNINGER: I can see no ob- 
jection to these plans but think the psychology is 
wrong in the first two paragraphs. As Mr. Bishop 
says, many physicians are suspicious and say we 
are trying to promote socialized medicine. Hos- 
pitals are in an enviable position. I believe that 
in our offer to assist the medical profession we 
are doing our part, and the better psychology 
would be to say that our plans are inadequate 
without their assistance in extending medical 
service. 

The Chair recognized Delegate Guy Clark, Ohio. 

DELEGATE CLARK: I am opposed to the ap- 
proval of these Principles at this time. We are 
being asked to approve Principles and to approve 


hospital service plans which the Committee on 
Hospital Service of the American Hospital Asso- 
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ciation does not fully understand. Some forty 
hospital plans have been approved and many 
others are waiting for the approval of the Asso- 
ciation. The Committee may not be fully in- 
formed. 


MSGR. GRIFFIN: The delegate from Ohio is 
wrong about our lack of information. We know 
all about the forty plans that have been approved. 
I may add that we know a great deal about a lot 
of other plans not yet approved. In the meeting 
of the Committee in New York several days ago, 
several plans were recommended for approval. 
We approve their form of organization. We did 
that on the basis of the Principles adopted and 
published by the American Hospital Association 
five years ago. Now when we approve the plans, 
everybody knows the standards we apply to these 
plans. It is public information. When they come 
to us with a plan they already know what the 
standards are they must meet. There is no mis- 
understanding and no uncertainty. The Ameri- 
can Hospital Association has given us a set of 
Principles which are conscientiously applied to 
hospital service plans. That is what we are going 
to do when these other plans come to us 
for approval. Are you going to give us a set of 
Principles we can apply or are you not? Are you 
going ahead with the program we have begun or 
tie us to a post and tell us not to go forward. 
From the standpoint of the Committee, we want 
you to tell us what you want us to do. The med- 
ical societies are getting active. What we are 
now discussing is whether you want us to be ac- 
tive or do you not? If the House of Delegates 
wants to tell this Committee which has been ap- 
proving plans “Keep your hands off” we will keep 
them off. We won’t do a blessed thing with the 
plan if you do not want us to. It is rather inter- 
esting to me as a non-medical man to have other 
non-medical men present giving the interpreta- 
tion of the medical profession contrary to the in- 
terpretation of Dr. Olin West, who has been execu- 
tive secretary of the American Medical Associa- 
tion for 18 years or more, and Dr. Leland who 
has been chairman of the Council on Medical Eco- 
nomics of that Association. Now as a non-medical 
man I would ask Dr. West, and whatever he re- 
plied I would answer “All right, that is your busi- 
ness.” If there is any doctor in Dallas I think 
would interpret the American Medical Associa- 
tion’s attitude, I would ask him. I would ask Dr. 
Leland, who has been interviewed on this subject 
by Dr. Parnall, and he advises that in his opinion 
these Principles would meet with the approval of 
his Council. 


From the standpoint of the Committee on Hos- 
pital Service plans, as I interpret this vote, do 
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you want us to cooperate with the American Med- 
ical Association, or don’t you? 


The Chair recognized Delegate F. Stanley Howe, 
of New Jersey. 


DELEGATE HOWE: Have we here the details 
of that program which we approved five years 
ago; have we a copy of that here? If not, as I 
recall it, one of these conditions was: “These serv- 
ices do not include the services of a physician.” 
If it were done in the form of a revision of that 
earlier document, something in this wise: “In 
view of the organizations of physicians for pre- 
payment of their fees, and requests which have 
been made to hospital service plans that this re- 
striction be withdrawn, and subject to restrictions 
which this committee made today.” One doctor 
came to me from an industrial corporation to find 
out about it. I told him: “You work for an in- 
dustrial company. That is contract medicine, 
isn’t it?” He had never thought of it. 


The Chair recognized Le Roi Ayer of New 
Jersey. 


DELEGATE AYER: There have been wars 
and rumors of wars. Unless some plan be adopted 
at this time some commercial company may come 
and tell us what to do. 


The Chair recognized Delegate R. C. Woodard, 
of Florida: 


DELEGATE WOODARD: This resolution was 
presented yesterday and I opposed it. The changes 
that have been made suit me personally. I think 
I can speak for both sides of the question as a 
physician and as a hospital representative. The 
only thing that gives room for doubt is what is 
meant by “local medical profession.” If it could 
be worded “local medical society” it would remove 
any objections. 


DELEGATE BLACK: There is no doubt that 
the Board of Trustees mean “county medical so- 
ciety” or a similar organization of physicians. If 
there is any question about it in anybody’s mind 
it might be well to say “county medical society” 
because that is the feeling of the Board. 


DELEGATE E. I. ERICKSON, Illinois: I do 
not think it would be so good to say “county” 
medical society. In Chicago, the Chicago society 
is recognized. I believe it is better to leave it as 
it is “local medical society.” In some instances 
it might be the county, in others the city group. 


THE CHAIR: All those in favor of the amended 
Resolution as presented by Dr. Black please sig- 
nify by saying “aye”; contrary “no.” 


The Chair ruled the motion approved. 
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The amended Principles were carried by a viva 
voce vote. 


The Chair recognized Msgr. Griffin, chairman 
of the Committee for reconsideration of the Prin- 
ciples of Relationship of the American Hospital 
Association to the National Health Program. 


MSGR. GRIFFIN: The Committee to which 
the recommendation of policies of the American 
Hospital Association in relationship to the Na- 
tional Health Program was referred met in the 
headquarters’ suite of the Association immedi- 
ately after the close of yesterday morning’s ses- 
sion, and during most of the day some member 
of the Committee was present, and for the greater 
part of the day some member of the House of 
Delegates was sitting with the Committee dis- 
cussing these policies and offering suggestions. 
The public hearing on this question achieved the 
purpose we had hoped for, namely, to give oppor- 
tunity for expression of opinion from the mem- 
bers of this body itself, as well as members of the 
Association. No suggestion came from anyone 
for elimination of anything that was contained in 
the statement read to you at the Monday after- 
noon session. Many parts have been enlarged and 
amplified and redefined for clarification, and so I 
have pleasure in reading to you what the Com- 
mittee presents as the policies of the American 
Hospital Association in relation to the National 
Health Program: 


“The American Hospital Association expresses 
its approval of the interest the Federal Govern- 
ment is taking in the question of hospitalization. 


“The American people—as a public policy— 
have developed a system of general hospitals, both 
voluntary and tax-supported, to care for, without 
discrimination, the self-supporting and the med- 
ically indigent. Appreciation of the extent and 
excellence of present hospitals must be the foun- 
dation on which to build a national program of 
hospital service; its development must safeguard 
their interests and seriously consider the effect 
of the extension of governmental activity in the 
form of grants-in-aid for service or new construc- 
tion, on the future of these institutions and espe- 
cially the effect on the generous impulses of pri- 
vate philanthropy that have made most of them 
possible and which must not be considered as 
exhausted. The hospitals must continue to co- 
operate with the physicians who assume the per- 
sonal professional responsibility for the care of 
the patient. To fulfill the purpose for which they 
were established, hospitals must continue to give 
a large part of the care of the needy. A public 
service is a public trust. The public service of 
hospitals could be enlarged by governmental aid. 
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“The need is generally recognized for providing 
additional clinical and special hospital facilities 
for patients with mental disease, tuberculosis, and 
cancer, the extension of public health work, ma- 
ternity care, child welfare, medical research, hos- 
pitalization of old-age beneficiaries, and the care 
of chronic invalids. 


“With regard to general hospitals, the fact that 
approximately one-third of all of their beds are 
on an average unoccupied indicates caution in the 
addition of new facilities. There is a question 
as to how far existing defects in the distribution 
of general hospital facilities, especially in rural 
areas, should be corrected by the building of new 
hospitals, by reorganization or enlargement of 
existing hospitals and by improved transportation. 


“The American Hospital Association believes 
that new hospitals should be built in rural and 
urban areas only after accurate, impartial surveys 
of population grouping, accessibility of existing 
hospital facilities, transportation, and availability 
of professional personnel, and economic resources 
show that new institutions are needed and that 
they could be maintained according to good pro- 
fessional and financial standards. 


“These principles should guide Federal grants 
whether part of the national health program or 
the public works and relief projects. 


“Our Association is on record in favor of the 
use of tax funds to reimburse hospitals for the 
care of the medically indigent. The proposal of 
the Federal government to appropriate such funds 
would aid many states and localities to provide 
more adequately through the hospitals for the 
needs of their people. 


“The American Hospital Association approved 
the principle of hospital care insurance in 1933 
and has since assisted by advice and guidance in 
the development of non-profit community-wide 
hospital insurance plans now increasing at the 
rate of a million new subscribers per year. The 
recent endorsement of the American Medical As- 
sociation has encouraged this movement. The 
growth of these plans should enable a majority 
of our employed people to meet the cost of hos- 
pital care on a voluntary basis. 


“The American Hospital Association accepts 
with pleasure the suggestion of the Interdepart- 
mental Committee, through its spokesman, Mr. 
Arthur J. Altmeyer, addressing the annual Con- 
vention at Dallas, that the Association appoint 
representatives to confer and cooperate with their 
Committee with the assurance that such coopera- 
tion would be appreciated and utilized.” 


THE CHAIR: You have heard the report pre- 
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_ sented by Monsignor Griffin outlining the attitude 

of the House of Delegates of the American Hos- 
pital Association relative to the National Health 
Program. What is your pleasure? 


A DELEGATE: Mr. Chairman, I move its 
approval. 


A DELEGATE: I second the motion. 


THE CHAIR: The motion is seconded. All in 
favor of the motion to approve the report and 
adopt the Principles incorporated in the report 
signify by saying “aye”; contrary “no.” 


The Chair ruled the motion carried and the 
Principles adopted by the House of Delegates. 


The Chair recognized Delegate Parnall. 


DELEGATE PARNALL: In view of the adop- 
tion of these Principles, I suggest that a commit- 
tee be appointed to assist the Interdepartmental 
Committee to Coordinate Health and Welfare Ac- 
tivities, I will move that the incoming President 
be directed to appoint such committee, with the 
approval of the Board of Trustees, in such num- 
ber as may be determined advisable for this pur- 
pose. I make this motion in this form because 
I think it is a matter which will have to be given 
considerable thought, and inasmuch as it will 
be during the period of incumbency of the incom- 
ing president. 


The motion was seconded. 


DELEGATE JOLLY: Will this do away with 
the Council on Government Relations? 


THE CHAIR: No. 


DELEGATE JOLLY: I will approve the motion 
if you include the Chairman of the Council on 
Government Relations be a member of the Com- 
mittee. 


DELEGATE PARNALL: I think that is quite 
proper and will include it in the motion. 


THE CHAIR: Is this agreed? The motion be- 
fore the House is to authorize the appointment of 
a committee to assist the Interdepartmental Com- 
mittee to Coordinate Health and Welfare Activ- 
ities. Those in favor signify by saying “aye”; 
contrary “no.” 


The Chair ruled the motion carried. 


The Chair now recognized Dr. Michael M. Davis, 
chairman of the Council on Public Education, to 
present the report of that Council. 


DR. DAVIS: Mr. President and members of 
the House of Delegates: The report of our Council 
is in printed form. Some of you may have read 
it, but I doubt if you have read it since you have 
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been here. The first project of this Council has 
been the public relations of hospitals in regard to 
financing. Our Council has been particularly con- 
cerned about the use of tax funds for payment 
to voluntary hospitals for the care of those pa- 
tients who can pay nothing for their care in com- 
munities where there are no local city and county 
hospitals. 


Most of the emergency relief commissions have 
now passed into permanent departments. I might 
say that while we have no figures for the last two 
years, in 1935 the amount of local and state tax 
funds spent for the care of the indigent in volun- 
tary hospitals was about twenty-five million dol- 
lars, and I think that at the present time the 
amount exceeds thirty million dollars, and it is 
increasing very rapidly. This Council has had a 
Joint Committee working with the American Pub- 
lic Welfare Association. The members of the 
Joint Committee who have represented the Ameri- 
can Hospital Association include three members 
of our Council, Father Joseph O’Connell, Dr. 
George O’Hanlon, and myself. This Joint Com- 
mittee has been working on the use of tax funds 
for voluntary hospitals. I am speaking primarily 
of local funds. If the government funds are to 
be spent for the care of the indigent, our concern 
is that the expenditure be done efficiently. The 
public welfare departments which have most of 
this public money to spend need to be impressed 
with the importance of hospital care as a measure 
of rehabilitation as well as relief for these clients, 
and to be satisfied that the conditions under 
which public money is spent in voluntary hospitals 
are satisfactory. As a result of the work of the 
Committee, a report was prepared and published 
in HOSPITALS for August, 1938, entitled “Hos- 
pital Care for the Needy.” This article embodies 
four statements, Number I, of which states the 
general principles concerning the use of tax 
funds for nongovernmental hospitals, which was 
adopted by the American Public Welfare Asso- 
ciation, and adopted by this Association by the 
the Board of Trustees. The other three state- 
ments were prepared by the Joint Committee in 
May, 1938, and sent out for comment and criti- 
cism, and since then have been enlarged and 
adapted to conform with the suggestions received. 


We decided we would not recommend that the 
report be approved by the Board of Trustees or 
put before the House of Delegates, and the Public 
Welfare Association decided they would not rec- 
ommend its adoption by their association until 
the statements had been in circulation for at least 
six months to gather criticism and suggestions 
from the field. It is a matter which will have to 
come before the Board of Trustees as it should 
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be acted upon before Christmas, as matters may 
move before the first of the year. 


The A.P.W.A. has referred to the Joint Com- 
mittee, particularly the hospital end of the Joint 
Committee, certain other problems. If hospitals 
are to be paid for the care of the indigent in their 
wards, why should they not be paid similarly for 
the care of the same people in their out-patient 
department? We have been approached with the 
idea that some basis of payment per visit for out- 
patients be worked out, the same as ward care is 
provided on a per diem basis. 


The Welfare Association has pointed out to the 
Hospital Association that at the present time in 
a good many of the smaller communities the alms- 
houses are being converted into hospitals. The 
Old Age provisions of the Social Security Act have 
enabled many of the former inmates of alms- 
houses to be cared for in the homes of their own 
families, and those left in the almshouses are 
chiefly people who are too ill to be sent home. 
The Welfare Departments ask for some set of 
standards to apply to these converted hospitals, as 
by far the greatest number of them are too small 
to come under the present national standardizing 
bodies. The general questions involved in this 
are considerable. 


I want to mention the fact that through the 
new By-Laws this Council has cleared with the 
National Hospital Day Committee, although all 
the work has been left to the able leadership of 
Mr. A. G. Hahn, whom you all know about. His 
report has been made elsewhere in this program. 


The Council has also dealt with hospital 
publicity. 

Three of the members of this Council, including 
Mrs. Mary Bachmeyer, chairman, are members of 
the Committee on Hospital Councils. The Com- 
mittee has been extremely active, reporting to 
this Council and also to the Council on Associa- 
tion Development, as the Committee has been 
extremely interested in broad public interests 
with which this Council is concerned and also in 
association development, which comes under Mr. 
Mannix’s Council. 


I have the honor to submit this the report of 
the Council on Public Education. 


THE CHAIR: You have heard Dr. Davis’s re- 
port of the Council. What is your pleasure? 


A DELEGATE: I move that the report be 
adopted. 


The motion was seconded. 


THE CHAIR: The motion before the House is 


93 





upon the adoption of the report of the Council 
on Public Education presented by Dr. Michael 
Davis. Those in favor of the motion to adopt 
signify by saying “aye”; contrary “no.” 


The Chair ruled that the motion prevailed and 
the report of the Council was adopted. 


THE CHAIR: The Chair will recognize Chair- 
man R. C. Buerki to present the report of the 
Council on Professional Practice. 


DR. BUERKI: The Council on Professional 
Practice has such a broad scope of activities that 
we thought for the first year we would not at- 
tempt to undertake a large number of projects, 
but start a few of the most important rather than 
spread ourselves, feeling that the first year it 
would be better for the Council to keep itself in 
a well-beaten path. 


We have started a Section on Pharmacy and 
a Committee on Pharmacy. 


The whole Council has been working together 
in developing principles of relationship between 
the different specialty groups and the hospitals. 
The first, as you know, was “Principles of Rela- 
tionship Between Radiologists and Hospitals,” 
which was accepted by the Board of Trustees and 
printed in HOSPITALS for July, 1937. Since 
then they have been presented and accepted by 
the College of Radiologists, American Radium 
Society, American College of Surgeons, Council 
on Medical Education and Hospitals of the Ameri- 
can Medical Association, etc. 


“Principles of Relationship Between Anesthet- 
ists and Hospitals” has been completed and ap- 
proved by the American College of Surgeons, 
Association of Nurse Anesthetists, Association 
of American Medical Colleges, etc. 


Preliminary copies of the “Principles of Rela- 
tionship Between Pathologists and Hospitals” 
and “Therapists and Hospitals” have gone out. 


Some time ago with the cooperation of Dr. 
MacEachern we put out a Manual on Maternity 
Care. We now have completed a draft on “Care 
of Tuberculosis in General Hospitals.” It is about 
a fifty-page draft, and is being sent out for criti- 
cism and suggestions to about one hundred peo- 
ple interested in tuberculosis either from a medi- 
cal or hospital standpoint. When we have their 
replies the draft will be revised and we hope the 
manual will be completed before the end of the 
present year. 


James U. Norris represented the Association 
on the Children’s Bureau, Department of Labor, 
and your chairman put through the principle of 
the per diem cost for crippled children who are 
hospitalized in general hospitals. 
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There is one other thing to report. We sent 
out a letter to the deans of the medical schools 
suggesting that we had prepared an outline for 
a group of lectures on hospital administration 
and the medical practitioner, suggesting that 
these lectures be given to medical students in 
their final year, and I am very happy to tell you 
that these letters received a hearty response. It 
is going forward and lectures are being given. 
The outline will probably be printed in HOSPI- 
TALS for your own use in case you are called 
upon to discuss the hospital with medical students 
or interns. 


Mr. Chairman, I submit the synopsis of the 
report of the Council on Professional Practice. 


THE CHAIR: You have heard Dr. Buerki’s 
report. What is your pleasure? 


A DELEGATE: I move the report be adopted. 


DELEGATE MAcEACHERN: Mr. Chairman, 
in rising to second the adoption of this re- 
port I want to speak with great commendation 
of all the work the Council is doing, but particu- 
larly in the preparation of the Manual on Tuber- 
culosis Care in General Hospitals. There are 
forty-six mimeographed pages, besides a fine 
bibliography. I think the manual will be of great 
value to hospitals. I wish the Council would con- 
sider a manual on psychiatric care in the general 
hospital. I hope you will consider the prepara- 
tion of such a manual. 


THE CHAIR: All in favor of the motion to 
adopt Dr. Buerki’s report signify by saying 
“aye”; contrary “no.” 


The Chair ruled that the motion prevailed and 
that the report was adopted. 


DELEGATE JOLLY: Yesterday I made a 
motion that these meetings be considered execu- 
tive sessions. I saw two men in the hall at yes- 
terday’s session who had no connection with the 
House of Delegates. I thought there should be 
some form of organization with a sergeant-at- 
arms, etc. If that is contemplated, there should 
be some rule of procedure. 


THE CHAIR: The question as to whether the 
sessions of the House of Delegates be open ses- 
sions or executive sessions is one for the House 
of Delegates to decide. I would remind the House 
that yesterday the House voted that the sessions 
be declared executive sessions. 


DELEGATE JOLLY: I move that you ap- 
point a committee to draw up rules of order and 
procedure for the meetings of the House of Dele- 
gates, and that the committee report to the House 
at its next annual meeting. 
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PRESIDENT-ELECT AGNEW: In the inter- 
val since the first meeting I have been asked that 
except when something special is being consid- 
ered members of the Association be allowed the 
privilege of sitting-in at the meetings of the 
House of Delegates. 


A DELEGATE: A number of the Board of 
Trustees have stated that it is their hope that 
the Board can cooperate with the House of Dele- 
gates before the sessions of the House begin next 
year, and work out some arrangement for the 
whole program amd at the same time work out 
some rules of procedure for the sessions of the 
House of Delegates. 


DELEGATE HESS: I second the motion of 


Mr. Jolly that a committee be appointed to draw 


up rules of procedure. 


THE CHAIR: The motion before the House 
is the motion of Delegate Jolly, seconded by Dele- 
gate Hess, to appoint a committee to draw up 
rules of procedure for the conduct of sessions of 
the House of Delegates. Is there any discussion? 
Those who are in favor of the motion signify by 
saying “‘aye’’; opposed “no.” 


The Chair ruled that the motion prevailed. 


THE CHAIR: I want to remind the House 
that the motion adopted yesterday making this 
an executive session of the House still stands. 


DELEGATE JOLLY: I move that we rescind 
the motion made yesterday. 


The motion was seconded. 


A DELEGATE: As I understand this, we can 
move to go into executive session at any time 
when there is a session of the House without 
previous notice. 


JOHN R. MANNIX, Chairman of Council on 
Association Development: I would like to point 
this out. The By-Laws specifically provide that 
all members of all Councils have the right to be 
present at meetings of the House of Delegates, 
but do not have a vote. Also all Chairmen of 
Special and Standing Committees have the right 
to be present at the meetings of the House of 
Delegates, but no right to vote. 


THE CHAIR: The question before the House 
is upon the motion of Delegate Jolly, seconded 
by Delegate Hess, that the House rescind its 
action of yesterday in making this session an 
executive session. All in favor of the motion 
signify by saying “aye”; contrary “no.” 


The Chair ruled that the motion prevailed. 
THE CHAIR: The Chair will now recognize 
Dr. Donald C. Smelzer, Chairman, to present the 
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report of the Council on Hospital Planning and 
Plant Operation. 


DR. SMELZER: Mr. Chairman, our Council 
has a printed report and I will submit a synop- 
sis of this report. 


Your Council has had an active year, and in- 
asmuch as this was a year of reorganization un- 
der the new Constitution, much of our time was 
spent in the drafting of policies and the making 
of plans for the future activities of the Council. 
Members of the Council were unanimous in their 
opinion that activities of a stereotyped nature, 
calling for numerous committees, should be re- 
duced to a minimum, and that only more impor- 
tant projects which would be productive of val- 
uable information to the hospital field be carried 
on. Therefore, only three committees were ap- 
pointed. 


First, the Committee on Air Conditioning has 
made a study of this subject and will bring in its 
report. 


Second, the Committee on Standardization of 
Hospital Equipment and Supplies. This Com- 
mittee has already submitted its report. It is in 
printed form. 


Third, the Committee cooperating with the 
National Tuberculosis Association in preparing 
a manual on tuberculosis care in general hospi- 
tals. The manual is being published early in 
1939. 


Your Council also sponsored two section meet- 
ings for this Convention. 


THE CHAIR: You have heard Dr. Smelzer’s 
report of the Council on Hospital Planning and 
Plant operation. What is your pleasure? 


A DELEGATE: I move its adoption. 
A DELEGATE: I second this motion. 


THE CHAIR: The question before the House 
is the adoption of the report of the Council on 
Hospital Planning and Plant Operation. All in 
favor of this report signify by saying “aye”; 
contrary “no.” 


The Chair ruled that the motion prevailed to 
adopt the report, and the report of the Council 
on Hospital Planning and Plant Operation was 
adopted. 


DELEGATE MAcEACHERN: It would be 


a good plan if we could have printed reports of 
the Councils before the Convention. 


THE CHAIR: The Chair agrees. Several of 
the Councils have had their reports in in sufficient 
time to permit printing. Others have been de- 
layed. 
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The Chair will now recognize Chairman Claude 
W. Munger to present the report of the Council 
on Government Relations. 


DR. MUNGER: The report of our Coun- 
cil is printed as a Joint Report of the Coun- 
cil on Government Relations and the Joint Advis- 
ory Committee. It is a list of legislative matter, 
bills that have passed and those which failed of 
passage. You will find in this report a summary 
of the legislative activities of the various states. 
You will find the report interesting not only in 
relation to national legislation, but also from the 
standpoint of what is going on in the various 
states. 


The Council has been working drafting a model 
licensing law. We have a Sub-Committee on 
Workmen’s Compensation which is preparing 
material on workmen’s compensation laws. This 
is in progress—it is a big job—and we are go- 
ing to have a report on it. 


It looks as if in the next year the Council is 
going to have several matters to follow at Wash- 
ington, especially the matter referred before this 
body this morning, and since I am to be on the 
special committee there will be a good hook-up 
between the Council on Government Relations 
and the committee. 


Another matter which may come up this year, 
if not this year it is going to happen in the fu- 
ture, is in connection with social security in re- 
lation to hospital employees. I believe some spe- 
cial plan may be worked out whereby hospitals 
may or may not participate in the Federal plan. 
We are going to do the best we can with this 
and follow the wishes of the field. 


Mr. Chairman, I submit this report of the 
Council on Government Relations. 


THE CHAIR: 
Munger’s report. 
House? 


A DELEGATE: I move we adopt the report. 
A DELEGATE: I second this motion. 


THE CHAIR: All in favor of the motion to 
adopt the report, please signify by saying “aye”; 
contrary “no.” 


You have heard Chairman 
What is the pleasure of the 


The Chair ruled that the motion prevailed and 
that the report was adopted. 


DELEGATE CLARK: There has been action 
by a group of the Association to have a model 
law drawn requiring payment of the hospitals 
for the care of recipients of Old Age pensions 
under the Social Security Act. Fifteen dollars per 
month is the maximum Old Age pension at pres- 
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ent. An additional twenty-five cents would pro- 


‘vide a fund for the care of the recipients of Old 


Age assistance. Mr. Altmeyer thinks this is one 
step Social Security might take. It is something 
the hospitals should take quick action on. The 
Federal government and the states have assumed 
responsibility for this group, perhaps more than 
anv other group covered by the Social Security 
Act. 


THE CHAIR: The Chair will now recognize 
Chairman Mannix to present the report of the 
Council on Association Development. 


MR. MANNIX: The report of this Council is 
in printed form and is available at the Registra- 
tion Desk. I will make a few statements of what 
the Council has been doing during the last year. 
First of all, the Council considers it to be its func- 
tion to increase cooperation between the hospi- 
tals, first through local councils which serve the 
metropolitan areas; next, district conferences 
which serve greater areas than a single county; 
third, through the state associations; fourth, 
through the regional groups which serve areas 
of more than one state or province; fifth, through 
national hospital groups; and sixth and last, 
through the International Hospital Association. 
The Council has committees working with each 
of these groups. We are trying to organize con- 
ferences in areas where they do not now exist. 


At the present time there are forty-one states 
and eight provinces with organized sectional as- 
sociations, so that there are potentially forty-nine 
organized sectional associations. There are, how- 
ever, only forty-eight sectional associations, inas- 
much as a single association serves Nova Scotia 
and Prince Edward Island. Of the regional 
groups there are six, and the organization of a 
seventh is being considered at the present time. 


The Council is encouraging state associations 
to organize along the same lines as the American 
Hospital Association. We have drawn up a model 
set of By-Laws. These By-Laws have not been 
presented to any state association except upon 
request. We do not wish it to appear that we 
are dictating the lines along which any state as- 
sociation should organize. 


Your Council is also responsible for the mem- 
bership of the Association. We admitted two 
hundred eleven new institutional members up 
to August 1 this year, which is the second 
highest number of new members taken in in any 
previous year in the history of the Association. 


You will be glad to know the income of the 
Association from institutional and personal mem- 
bers has increased from $32,400 for 1937 to $47,- 
300 in 1938, and this amount will be still higher 
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before the year is over. This is an increase of 
about forty-five per cent over the past year. This 
means more income for the Association, and more 
money for carrying out the work which the Asso- 
ciation has to do. 


Mr. Chairman, I submit this synopsis of the 
report of the Council on Association Develop- 
ment. 


THE CHAIR: 
Mannix’s report. 
House? 


A DELEGATE: I move that the report of 
the Council on Association Development be 
adopted. 


A DELEGATE: I second the motion. 


You have heard Chairman 
What is the pleasure of the 


THE CHAIR: The question before the House 
is on the motion to adopt the report of the Coun- 
cil on Association Development. All of those in 
favor of the motion to adopt the report signify 
by saying “aye”; contrary “no.” 


The Chair ruled that the motion carried and 
that the report was adopted. 


A DELEGATE: Having heard Mr. Mannix’s 
report and of the increase of income from mem- 
bership dues, and in view of the legislation which 
is likely to be passed upon by the next Congress, 
is it not time that the Association have a full- 
time representative in Washington so that this 
Association may know at all times concerning the 
legislation which is introduced and which is of 
special interest to hospitals? 


DELEGATE JOLLY: Is that our business? 


THE CHAIR: As this would involve the ex- 
penditure of funds, the matter would have to be 
referred to the Board of Trustees for final action. 


DELEGATE JOLLY: I move that we recom- 
mend to the Board of Trustees that a man be 
permanently engaged in Washington to look after 
affairs of the American Hospital Association and 
to follow legislation of interest to the American 
Hospital Association. 


DELEGATE CARTER, Ohio: 
Jolly’s motion. 


THE CHAIR: The question before the House 
is on the motion of Delegate Jolly, seconded by 
Delegate Carter, to refer to the Board of Trus- 
tees the question of engaging permanently a man 
to represent the Association in Washington to 
look after the Federal legislative affairs of 
the American Hospital Association, and follow 
through legislation of interest to the American 
Hospital Association. All in favor of this mo- 


I second Mr. 
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tion signify by saying “aye”; contrary “no.” The 
Chair rules that the motion has prevailed. 


THE CHAIR: I will recognize Chairman 
Frank Van ‘Dyk to present the report of the 
Council on Hospital Care Insurance. 


MR. VAN DYK: The most important activity 
of the Committee on Hospital Service this year 
has been the establishment of a list of standards 
and a program of approval for non-profit hospital 
care insurance plans. These standards, consist- 
ing of fourteen principles, were used as the basis 
for the formal approval of the American Hospital 
Association of forty plans, and will form the basis 
on which other plans now in contemplation will 
be approved. Aided by Dr. Rorem, the Commit- 
tee extended its activities, bringing each plan the 
benefit of each other’s experience in definite stud- 
ies of actuarial data. We hope to profit by the 
experience of the hospitals and are going to at- 
tempt to formulate uniform accounting proce- 
dures. 


National publicity is something of the utmost 
and timely importance at this time. Definite 
steps will be taken to inaugurate almost imme- 
diately a plan of publicity to acquaint the public, 
and particularly the leaders of government with 
the importance of the hospital service plan move- 
ment. 


Conferences of hospital service plan executives 
have been held bringing each plan the benefit of 
coordinated activity through the Committee. One 
problem we are meeting is commercial activity. 
In several states, the stock and mutual insurance 
companies have been active in opposing the pas- 
sage of enabling acts by which non-profit hospital 
service associations could be organized. We have 
plans worked out and we have great hopes that 
they will yield more constructive results. A 
budget is necessary to carry on greater activi- 
ties. We are not unmindful of the fact that the 
movement is something more than social service. 
Earnings of all plans exceed 15 million dollars a 
year, and we must view it from a broad aspect. 


The Committee has its headquarters in the 
American Hospital Association building. Much 
work still lies before the Committee and we will 
have to have several meetings before the first of 
the year. 


THE CHAIR: You have heard the report 
of the Council on Hospital Care Insurance and 
Committee on Hospital Service submitted by the 
chairman of the Council on Hospital Care Insur- 
ance. What is your pleasure? 


DELEGATE: 
cepted. 


I move that the report be ac- 
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DELEGATE: I second the motion. 


THE CHAIR: The question before the House 
is the approval of the report of the Com- 
mittee on Hospital Service. Is there any discus- 
sion? Those in favor of approval of the report 
signify by saying “aye”; contrary “no.” 


The Chair ruled that the motion had prevailed 
and the report was approved. 


THE CHAIR: These are important reports. 
They are significant reports. I feel it is im- 
portant that you as representatives of your 
states and provinces should hear these reports 
and carry them back with you to the membership 
of your respective states and provinces. 


I now recognize the Executive Secretary, who 
in the absence of Mr. Asa S. Bacon will present 
the report of the Treasurer of the Association. 


THE EXECUTIVE SECRETARY: Due to an 
illness which prevented him from attending this 
Convention, your treasurer, Asa S. Bacon, has 
asked me to present his report. This is the sec- 
ond convention of the Association in 33 years that 
Mr. Bacon has not attended. Mr. Bacon is not 
seriously ill. His physician has prescribed for 
him an indefinite rest and he is now on his farm 
in Michigan. He has asked me to extend his 
greetings to the House of Delegates and present 
his regrets that he cannot be with you. 


The finances of the Association are better than 
at any time in its history. The budget for the 
operation of the Association has been increased 
and the operating income has increased propor- 
tionately. Our annual budget for the operation 
of the Association and all of its activities for the 
year 1937-1938 is $120,889. 


Receipts for the year to date indicate that we 
will have sufficient funds to meet all budget re- 
quirements and have a comfortable surplus re- 
maining, at the end of the fiscal year. Since the 
last report we have retired $14,000 in Association 
bonds; $7,000 each of the two issues of General 
Mortgage and First Mortgage bonds. 


The total capital indebtedness of the Associa- 
tion as represented by the outstanding bonds now 
amounts to $30,800. 


For your information, this indebtedness is dis- 
tributed as follows: 


General Mortgage Bonds....... $15,600 
First Mortgage Bonds......... $15,200 


At the rate of amortization prescribed in the 
indenture of the First Mortgage, and by action 
of the Board of Trustees in the instances of the 
General Mortgage bonds, both issues will be re- 
tired before their maturity date. 
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There have been extra-budgetary expenditures 


‘approved by the Board of Trustees which could 


not be foreseen at the time of the budget for 1938 
was prepared. These include the disbursements 
for unemployment and old age provisions of the 
Socia: Security Act; lawyers’ fees; the payment 
of the expenses of the Legislative Committee and 
the Joint Advisory Committee. 


The Treasurer is very happy to report that 
under the new scale of institutional and personal 
membership dues, the income of the Association 
from this source has been increased in excess of 
forty per cent. 


The disbursements of the Association funds are 
made on a very safe and conservative basis, and 
no financial commitments are made without 
money in hand to meet them. Current funds 
and prospective receipts will provide sufficient 
money to meet all the operative obligations which 
the Association will incur between now and Jan- 
uary Ist. 


The Association’s income is derived from three 
sources— 


First: Institutional and personal member- 
ship dues 


Second: Revenue from commercial exhibits 
Third: From HOSPITALS 
This is divided approximately as follows: 


Forty per cent of the total income is from 
membership dues. 


Thirty-seven per cent from exhibits. 


Twenty-three per cent from HOSPITALS 
and miscellaneous sources. 


HOSPITALS will come into the new year with 
a small margin of profit for the year’s operations. 
The Treasurer would like to call the attention of 
the House of Delegates at this time to the need 
for your individual and collective support of the 
Journal in every possible way. The subscription 
list is—at the writing of this report—5,149. 


The income from the magazine will be mate- 
rially increased as it grows older and its per- 
formance during the two and a half years since 
its publication was inaugurated indicates that the 
revenue from this source will be a considerable 
addition to the income of the Association. With 
this increase in revenue—from the publication of 
HOSPITALS—the Association will be enabled to 
engage in activities much desired by the mem- 
bership and that are particularly needed. In sub- 
mitting this report, the Treasurer attached the 
report of the Auditor of the Association for the 
past year. 

Respectfully submitted, 
Asa S. Bacon, Treasurer 
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THE CHAIR: You have heard the report of 
the Treasurer of the Association. What is your 
pleasure? 


MSGR. GRIFFIN: I move, Mr. Chairman, 
that the report be accepted. 


A DELEGATE: I second the motion. 


THE CHAIR: The question before the House 
is the motion on accepting the report of the 
Treasurer. Is there any discussion? Those in 
favor of accepting the report signify by say- 
ing “aye’’; contrary “no.” 


The motion prevailed and the report of the 
Treasurer was accepted. 


THE CHAIR: A motion to adjourn until 
four o’clock Wednesday, when the second stated 
meeting of the House of Delegates will be 
called in session. At that time a photographer 
of the House will be taken. It is especially de- 
sired that every delegate be present at 4 p.m. 
this afternoon. 


DELEGATE: I move we adjourn until 4 p.m. 
DELEGATE: I second the motion. 
THE CHAIR: The motion is carried. 


The Session of the House of Delegates, Wednesday 
Afternoon, September 28, 1938, 4:00 P. M. 


The President, Robert E. Neff, in the chair. 


THE CHAIR: The second meeting of the 
House of Delegates will now come to order. 
The Executive Secretary will call the roll. 


On roll call, sixty members of the House an- 


swered present. 


THE CHAIR: The chair will now recognize 
Mr. Frank Walter to present the Report of the 
Committee on Resolutions. 


DELEGATE WALTER: Mr.. President and 
chairman of the House of Delegates, I have the 
honor to submit the report of the Resolutions 
Committee: 


Resolution of Appreciation 


BE IT RESOLVED that the House of Dele- 
gates of the American Hospital Association ex- 
presses its deep appreciation of the splendid work 
done by the General Arrangements Committee 
and the other local committees who have worked 
so diligently to make this Convention a success. 


BE IT FURTHER RESOLVED that our sin- 
cere appreciation be extended to those whose un- 
tiring efforts and generous assistance have added 
so much to the pleasure and profit of this meet- 
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ing; particularly the Chamber of Commerce, the 
hotels, the press and radio, the city officials, the 
honored guests, speakers and all those who have 
contributed to make the programs of this Con- 
vention interesting and educational. 


BE IT FURTHER RESOLVED that our com- 
pliments and appreciation be extended to the offi- 
cers who have carried on the affairs of the Asso- 
ciation during the past year, and those members 
who have served so faithfully on various commit- 
tees and those who have served so loyally in con- 
ducting the business management of the Ameri- 
can Hospital Association. 


DELEGATE: I move the adoption of these 
Resolutions. 


DELEGATE: I second it. 


THE CHAIR: All in favor of adopting these 
Resolutions signify by saying “aye”; contrary 
“no.” The “ayes” have it and it is so ordered. 


Ressluticn on Hospital Exhibitors 


RESOLVED, That the American Hospital As- 
sociation in convention assembled express its ap- 
preciation to the hospital exhibitors for their co- 
operation in the success of this meeting. The 
Association appreciates that the fine display of 
equipment and merchandise which our exhibitors 
have arranged for us was accomplished under 
most difficult circumstances and under great han- 
dicaps, in spite of all which the Exhibit at the 
Dallas Convention was one of the most valuable 
from an educational as well as technical stand- 
point that has been staged at any of the conven- 
tions of the Association. 


The membership of the Association, both per- 
sonal and institutional, would like the exhibitors 
to know that they highly value the business 
friendships which are both created and renewed 
at each of our annual conventions. 


DELEGATE: I move the adoption of this 
Resolution. 


DELEGATE: I second it.. 


THE CHAIR: All those in favor of adopting 
this Resolution signify by saying “aye”; contrary 
“no.” The “ayes” have it and it is so ordered. 


DELEGATE WALTER: 


Resolution on Workmen’s Compensation and 
Hospital Lien Laws 


WHEREAS, there is great variation in many 
localities, sections, states and provinces in the 
charges of hospitals for the per diem care of 
workmen’s compensation and hospital lien law 
cases, creating competition among hospitals for 
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such business, causing losses to such hospitals and 
efforts on the part of insurance companies, em- 
ployers and others to further lower these rates: 
be it 


RESOLVED, That the American Hospital As- 
sociation looks with disapproval on these prac- 
tices and recommends and urges the local, county, 
state and provincial associations to use every ef- 
fort to bring about equitable and uniform rates 
for the care of such patients, to the end that this 
competition and loss be eliminated. 


DELEGATE: 
Resolution. 


DELEGATE: I second. 


THE CHAIR: All those in favor signify by 
saying “aye”; contrary “no.” The “ayes” have it, 
and it is so ordered. 


DELEGATE WALTER: 


I move the adoption of this 


Resolution on the International Hospital 
Association 


RESOLVED, That the American Hospital As- 
sociation, recognizing the great mutual benefit 
that will accrue to the hospitals of this country 
and throughout the world in the coming together 
of their representatives at the International Hos- 
pital Association Convention at Toronto in Sep- 
tember, 1939, wishes hereby to voice its hearty 
approval of the coming Convention, and to urge 
our members to make every endeavor to have the 
largest possible attendance at the meeting and to 
do everything possible to make that Convention 
the success it deserves to be. 


DELEGATE: I move the adoption of this 
Resolution. 
DELEGATE: I second. 


THE CHAIR: All those in favor signify by 
saying ‘“‘aye”; contrary “no.” The “ayes” have it 
and it is so ordered. 


DELEGATE WALTER: 


Resolution on Relations With the Hospital Field 
in Latin American Countries 


WHEREAS, the American Hospital Associa- 
tion has for many years maintained friendly re- 
lations with hospital workers in Latin American 
countries, and 


WHEREAS, the advice and counsel of this As- 
sociation has been sought upon many occasions 
by these people in their efforts to acquaint them- 
selves with the standards sponsored by this and 
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other North American organizations interested 
in the promotion of hospital interests, and 


WHEREAS, it is highly desirable that Latin 
American countries maintain the closest possible 
relations with North American standards of hos- 
pital practice 


RESOLVED, That there is created a special 
committee of the American Hospital Association 
to be known as the Committee on Latin American 
Relations, and that this committee be directed to 
utilize every possible means to promote friendly 
relations between the hospital people of the Latin 
American countries and those of North America. 


DELEGATE: I move the adoption of this 
Resolution. 


DELEGATE: I second. 


THE CHAIR: All those in favor signify by 
saying “aye”; contrary “no.” The “ayes” have it 
and it is so ordered. 


DELEGATE WALTER: 


Resolution on Printing of a Manual of Standards 
of Hospital Furnishings, Supplies, and 
Equipment 


WHEREAS, The Committee on Simplification 
and Standardization of Hospital Furnishings, 
Supplies, and Equipment, has prepared a Man- 
ual of Standards consisting of those Standards 
and Simplified Practice Recommendations which 
have already been approved and completed, and 
which are of direct interest to hospitals and other 
institutions caring for the sick and injured, and 


WHEREAS, A number of State Hospital As- 
sociations in convention have expressed their de- 
sire for the distribution of this Manual, be it 


RESOLVED, That the American Hospital 
Association in convention urges its officers and 
trustees to consider the appropriation of the 
necessary funds when finances permit for the 
publication of this Manual of Standards so that 
the administrator of every hospital in the United 
States and Canada may have a copy to assist him 
in the economical running of his hospital and for 
the safety of his patients and personnel. 


DELEGATE: I move the adoption of this 
Resolution. 
DELEGATE: I second. 


THE CHAIR: All those in favor signify by 
saying “aye”; contrary “no.” The “ayes” have it 
and it is so ordered. 


The Chair will now recognize Dr. George 
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O’Hanlon, Chairman of the Nominating Com- 
mittee to present the report of the Nominating 
Committee. 


DELEGATE O’HANLON: Mr. President and 
members of the House of Delegates: 


I have the honor to submit the report of your 
Nominating Committee for the nominations of 
officers of the American Hospital Association: 


President-elect: Dr. Fred G. Carter, Cincinnati, 
Ohio 


First Vice-President: J. B. Franklin, Admin- 
istrator, John D. Archbold Hospital, Thomas- 
ville, Georgia 


Second Vice-President: Rev. J. S. O’Connell, As- 
sistant Director, Catholic Charities of Arch- 
diocese of New York 


Third Vice-President: Mrs. Cecile T. Spry, R.N. 
Administrator, Everett General Hospital, 
Everett, Washington 


Treasurer: Asa S. Bacon, Administrator, Pres- 
byterian Hospital, Chicago, Illinois 


Trustees to serve three years: Ada Belle Mc- 
Cleery, Administrator, Evanston Hospital, 
Evanston, Illinois. Ellard L. Slack, Admin- 
istrator, Samuel Merritt Hospital, Oakland, 
California. Dr. Donald C. Smelzer, Admin- 
istrator, Graduate Hospital of the University 
of Pennsylvania, Philadelphia, Pennsylvania 


Respectfully submitted, 

George O’Hanlon, M.D., Chairman 
Alice G. Henninger 

R. C. Buerki, M.D. 

F. O. Bates 

Lucius R. Wilson, M.D. 


A DELEGATE: I move we accept the report. 
DELEGATE: I second the motion. 


THE CHAIR: The nominations of the Nomi- 
nating Committee are before you. Are there any 
other nominations? No other nominations. This 
body is electing officers of the Association. 


A DELEGATE: I move that nominations be 
closed and the Executive Secretary be authorized 
to cast the unanimous vote for the officers named 
in the Report of the Nominating Committee. 


THE CHAIR: The question before the House 
is the motion to close the nominations and in- 
struct the Executive Secretary to cast the unani- 
mous vote of the House for the officers named in 
the Report of the Nominating Committee. All 
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those in favor signify by saying “aye”; contrary 
“no.” 


The “ayes” have it and it is so ordered. 


THE CHAIR: At this time the Chair will an- 
nounce the appointment of the Committee on 
Rules and Procedures: B. W. Black, M.D., Chair- 
man; R. H. Bishop, Jr., M.D.; Frank Walter. 


THE CHAIR: The Chair will recognize Dr. 
MacEachern, President of the International Hos- 
pital Association. 


DR. MACEACHERN: I should like to take a 
few moments to explain the accomplishments of 
the International Hospital Association. As you 
know, 22 of the members of the American Hos- 
pital Association were present as delegates to the 
Paris Conference. I may add that the Executive 
Council of the International Hospital Association 
met in Germany in May of this year. We are try- 
ing to make the Association as effective as it can 
be made. After my return home, I personally 


wrote to each of the different countries informing 


them of the work of the various committees of 
the International Hospital Association. At the 
Toronto meeting we are going to spend a whole 
day in discussion of the reports before the regular 
sessions of the Association open. The program 
for the Toronto meeting is practically complete. 
We are trying to have an organized information 
service concerning hospitals in different coun- 
tries. Those of you who are going abroad and 
desire to visit the various hospitals in the coun- 
tries you visit will, if you write to us, be advised 
before you leave home where you can best see 
the hospitals of other countries in which you are 
to visit. We will also arrange letters of intro- 
duction to hospital people whom you might want 
to meet abroad. All information concerning hos- 
pitals and hospital systems all over the world will 
be assembled in the central office and will be avail- 
able to those who may wish to use it. 


In our plans for the Toronto meeting, we are 
arranging some outlying trips for the delegates, 
including yourselves, en route to Toronto. The 
chairman of the Toronto Arrangements Commit- 
tee, Dr. Agnew, is arranging for all papers to be 
printed in each of five languages—Spanish, 
French, German, Italian, and English. We are 
arranging to have interpreters at each meeting 
so that each foreign visitor will have someone who 
can understand the language of his country. 


At one time I did not see where we could get 
so much out of foreign countries as we might, but 
I now see where we get new angles and believe 
that we in North America can give more than we 
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receive. I believe that the Toronto meeting will 
be the making of the International Hospital Asso- 
ciation. 


At the meeting of the Council in Germany, 
there was a very friendly feeling. Every cour- 
tesy was extended to the delegates of the English 
speaking countries at these conferences. I am sure 
we will have one of the best meetings that we have 
ever had and want your interest in this meeting 
and in the International Hospital Association. 


THE CHAIR: Mr. Secretary, have you any 
unfinished business to bring before this body? 


THE EXECUTIVE SECRETARY: None. 


DELEGATE: Asa result of the honor that has 
been conferred on Dr. Carter by his election as 
President-elect, he is no longer a member of the 
House of Delegates. I move that the Trustees be 
empowered to make an appointment of a delegate 
to take Dr. Carter’s place. 


MR. GRAHAM DAVIS: I understand Dr. Car- 


ter has been named President-elect. He is the: 


delegate named by the Assembly representing 
Ohio. Only Ohio can elect his successor. 


DELEGATE: Would not his alternate be the 
natural one to take his place? 


THE EXECUTIVE SECRETARY: A similar 
instance has occurred in the case of Dr. Munger. 
Similar instances will occur from time to time. 
The question might be asked, “If the alternate 
should die, who would take the place of the alter- 
nate?” There is nothing in the present Constitu- 
tion and By-laws to invest authority for the ap- 
pointment of a delegate to the House of Delegates 
from any state or province except by the member- 
ship of the Association living in the state or 
province or having a residence therein. 


MR. GRAHAM DAVIS: It was decided that the 
delegate should be appointed by the membership 
of the Association in the state and province. If 
both delegate and alternate drop out, the member- 
ship in the state should meet and name their dele- 
gate. I do not think any other body has that right. 


DR. AGNEW: Would it not be better to leave 
the matter to the members from Ohio. They may 
want to move the alternate to delegate and name 
another alternate. 


THE EXECUTIVE SECRETARY: The Con- 
stitution specifically provides a system by which 
delegates and alternates are to be nominated and 
elected. The election by the membership to fill a 
vacancy in the House of Delegates, either a dele- 
gate or alternate, can only be legally held by the 
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membership of the American Hospital Associa- 


- tion residing in the state or province. 


DR. BISHOP: I move that the matter be left 
in the hands of the Executive Secretary to com- 
plete the filling of any vacancies. 


MR. DAVIS: Will the chair please explain the 
motion? 


THE CHAIR: The motion was that the matter 
of filling these vacancies is to be referred to the 
Executive Secretary who, through the channels of 
his office and recommendations of the Board of 
Trustees, shall follow the procedures of the By- 
Laws for the election of delegates to fill vacancies 
created. 


MR. DAVIS: I do not yet know if I understand 
the meaning of the motion. 


EXECUTIVE SECRETARY: The Constitution 
provides that in electing the members of the 
House of Delegates, in each State and Province 
a committee, approved by the Board of Trustees, 
consisting of three personal members of the 
American Hospital Association, or authorized rep- 
resentatives of institutional members, residing in 
the state or having residence in the state, shall be 
appointed for the purpose of conducting an elec- 
tion, and this committee when appointed shall 
proceed with a poll of the members appointed by 
the various institutional members as well as per- 
sonal members, conducting the election, and the 
result of that election shall be reported to the 
executive secretary, and certified to, and the dele- 
gate elected will be placed on the roll of the House 
of Delegates. 


THE CHAIR: The question before the House 
is to follow that procedure. I think this is suf- 
ficiently clear to everybody. All in favor indicate 
by saying “aye”; contrary “no.” The motion pre- 
vailed. 


DELEGATE: In view of the fact that delegates 
are elected for two years, are we to keep our 
badges? 


THE CHAIR: Badges are to be retained by you 
and kept in your possession during the time of 
your office. 


If there is no other business to come before the 
House, a motion to adjourn this session is in order. 


DELEGATE: I move that the House adjourn. 
DELEGATE: I second the motion. 


THE CHAIR: All those in favor signify by 
saying aye”; contrary “no.” The session is ad- 
journed. 
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Legal Decisions of Interest to Hospitals 


pitals, or where the hospital was a party 


OTES upon court decisions which affect hos- 
to the litigation. 


Recent Cases 


Liability of Hospital for Negligence in Hiring 
Employee Resulting in Injury to Patient 


Hoke v. Glenn,.167 N. C. 594, 83 S. E. 807. 


This was an action against an individual and 
charitable hospital to recover damages for per- 
sonal injuries. An important feature of the case 
was an allegation in the complaint that the hos- 
pital had been negligent in failing to exercise 
ordinary care in the selection and hiring of its 
agents, servants and employees, and that as.a 
result of such negligence plaintiff had been in- 
jured. 


The hospital filed a demurrer to this complaint. 
That is, it in effect said that the complaint was 
substantially defective in that it failed to state 
a cause of action. The trial court overruled this 
demurrer, and an appeal was taken. The case 
was thus decided upon the pleadings as distin- 
guished from the merits. It is important to notice 
a rule of pleading to the effect that the party who 
files a demurrer admits all facts which are prop- 
erly alleged in the complaint. Here, the defendant 
admitted a very material allegation of the com- 
plaint: that it had been negligent in hiring the 
employee in question. 


The court cited Green v. Biggs, ante, and quoted 
from the opinion: “ ‘The principle seems to be 
generally recognized that a private charitable in- 
stitution, which has exercised due care in the 
selection of its employees, cannot be held liable 
for injuries resulting from their negligence, and 
the rule is not affected by the fact that some 
patients or beneficiaries of the institution con- 
tribute towards the expense of their care, where 
the amounts so received are not devoted to pri- 
vate gain, but more effectually to carry out the 
purposes of the charity. 


“The clear inference from this statement of 
the law is that there is liability if due care is not 
exercised in the selection of agents and employees 
and this is in line with the weight of authority.’ ” 


Later in the opinion it was said: “We prefer 
to adopt the middle course which exempts from 
liability for the negligence of employees and re- 
quires the exercise of ordinary care in selecting 
them as more consonant with authority and with 
the purposes for which such institutions are es- 
tablished. 
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@ Copies of all issues of the magazine con- 
taining “Legal Decisions of Interest to Hos- 
pitals” should be carefully filed for future 
reference. The series of articles when com- 
pleted will contain citations of all the legal 
cases for each state, as well as the court de- 
cisions in the Federal and Canadian Courts. 
This column will discuss each new case as 
it is reported. 








“The beneficiaries of charitable institutions are 
the poor who have very little opportunity for 
selection, and it is the purpose of the founders 
to give to them skillful and humane treatment. 
If they are permitted to employ those who are 
incompetent and unskilled funds, bestowed for 
beneficence are diverted from their true purpose, 
and, under the form of a charity, they become a 
menace to those for whose benefit they are estab- 
lished.” 


Finally: “In the application of this principle, 
the distinction between the negligent act of the 
employee and the negligence of the corporate 
body in selecting employees must be kept steadily 
in view, as it is only the latter which creates 
liability.” 


<< e—_— 


Liability of Hospital for Damages Resulting 
Solely from Negligence of Surgeon 


Penland et al. v. French Broad Hospital, Inc., 199 
N. C. 314, 154 S. H. 406. 


This was a suit by husband and wife to recover 
damages for personal injuries to the wife, suf- 
fered when she underwent an operation for ap- 
pendicitis. It appeared that the surgeon had left 
a sponge in the wound. The evidence also showed 
that the surgeon in attendance was a member of 
the staff and was a stockholder of defendant hos- 
pital. Plaintiffs had a judgment which was re- 
versed, and a new trial was ordered. The evi- 
dence failed to show that the surgeon was an 
agent or employee of the hospital at the time 
when the operation was performed. 


The court said: “The owner of a hospital, 
whether an individual, firm, or corporation, is 
not liable for damages resulting from a surgical 
operation, or from treatment, medical or other- 
wise, in said hospital, where the surgeon who 
performed the operation or the physician who 
treated the patient was employed by the patient 
or by some one other than such owner, and the 
damages resulted from the negligence of such sur- 
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geon or physician. The owner of the hospital, 
when the hospital is conducted for his, their, or 
its gain, and not for charitable purposes, is liable 
for such damages when they result from injuries 
caused by the negligence of such owner, or by 
the negligence of his, their, or its agents, serv- 
ants, or employees acting within the scope of 
their employment. When the owner of the hos- 
pital undertakes only to furnish the facilities for 
the operation or for the treatment of the patient, 
and the patient selects and employs the surgeon 
who operates on or for the physician who treats 
the patient, such owner, although he, they, or it 
charges for the use of the facilities furnished, 
is not liable for damages resulting solely from the 
negligence of the surgeon or physician.” 


— 


Liability of State Asylum for Negligence 
Resulting in Death of a Patient 


Wilcove v. State, 146 Misc. Rep. 87, 261 N. Y. 
S. 519. 


This was a proceeding by an administrator to 
recover damages for the death of a patient in a 
state asylum. The claim was presented against 
the State of New York through the Court of 
Claims. The judgment was in favor of the claim- 
ant. 


The evidence showed that the patient had been 
left unattended in a toilet while the nurse was 
answering a call at the opposite end of the dor- 
mitory. Another insane patient entered the bath- 
room and seized a hose and spray with which 
the deceased was sprinkled with hot water. Death 
resulted from the burns. 


The court was of the opinion that: ‘The sim- 
plest forethought on the part of the attendant 
would have avoided the injury. A simple device 
affecting the valves on the hot water pipe would 
have prevented any patient from access to and 
manipulation of them. Failure in either of these 
respects was under the circumstances, negligence 
on the part of the agents, officers, and employees 
of the state, and under the act of the state is 
liable.” 


—_—_——. 


Liability of Hospital for Negligence Resulting in 
Death of Patient When Building Burned 


Green v. Biggs, 167 N. C. 417, 83 S. E. 553. 


Defendant operated a private hospital for profit. 
The plaintiff’s intestate was admitted as a patient 
and was placed on the second story of the build- 
ing. Defendant permitted its watchmen to leave 
one evening, and the building was burned, result- 
ing in the death of the patient. 
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Defendant appealed from a verdict and judg- 
ment in favor of the plaintiff. 


The duty of defendant was clear. It was under 
the duty to use reasonable care to protect and 
treat the deceased. Since it was an institution 
organized for profit, defendant was liable for the 
breach of its duty in permitting its premises to 
be unattended during the night. 


————+_—— 


Liability of Hospital for Injuries Occurring on 
Hospital Grounds 


Ammons v. St. Peter’s Hospital, Inc., 195 N. C. 
548, 142 S. EF. 765. 


Plaintiff sued to recover damages for personal 
injuries brought about when he fell over a wire 
on defendant’s grounds. A judgment for de- 
fendant was affirmed. 


Plaintiff, at the time, was bringing some in- 
jured men into the hospital. The court sum- 
marily disposed of the case, saying: “Plaintiff 
was the victim of an unfortunate accident while 
acting as a good Samaritan, but, on the record, 
the St. Peter’s Hospital, Inc., cannot be held 
legally liable for his injuries.” 


—_——_———— 


Liability of Hospital for Negligent Setting of a 
Fractured Arm 


Johnson v. City Hospital Company, 196 N. C. 610, 
146 S. E. 573. 


The action here was for personal injuries al- 
leged to have been caused by the negligent set- 
ting of a fractured arm. A new trial was ordered 
by the lower court. This court was of the opin- 
ion that defendant’s motion for a nonsuit should 
have been allowed, and it accordingly reversed 
the order of the trial court. 


The evidence showed that the attending sur- 
geon was an officer and stockholder of defendant 
hospital corporation. Plaintiff was a private pa- 
the facilities used in treating him belonging to 
tient of the surgeon, and was never admitted to 
the hospital and was never billed by the hospital, 
the surgeon. 


Now, plaintiff could not recover of the hospital 
unless he could prove that the surgeon in ques- 
tion was an agent or employee of the hospital at 
the time when the negligent treatment was ren- 
dered. Of this the court said: “Viewing the facts 
with that liberality required by law, we are of 
the opinion that there is no evidence in the record 
tending to show that Dr. Sloan was the agent of 
the defendant corporation in treating the patient. 
Indeed, the evidence discloses that the plaintiff 
was a private patient of Dr. Sloan, and that in 
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treating him he was exercising an independent 
and individual professional judgment and skill.” 


ee 


Court Distinguishes Between Negligence of 
Administrative Staff and Negligence 
of Medical Staff 


Robey et al. vs. Jewish Hospital of Brooklyn, 5 
N. Y. S. (2) 14. 


This was a memorandum decision by the Su- 
preme Court, Appellate Division of New York. 
There were two actions, based upon the alleged 
negligence of defendant in admitting expectant 
mothers to the hospital while there was in exist- 
ence a malady affecting several infants in the 
hospital. Neither of the plaintiffs had been in- 
formed of the malady. 


The trial Court dismissed the complaints, how- 
ever, the Appellate Division was of the opinion 
that the complaints stated a cause of action, and 
accordingly, the judgment of the trial Court was 
reversed and a new trial was granted, the Court 
saying: “In our opinion, the status of the defend- 
ant as a charitable or non-profit making hospital 
does not relieve it from liability for the negligence 
which is alleged. Such negligence was of an ad- 
ministrative rather than a medical character, and 
for such negligence the defendant is liable.” Thus, 
the Court distinguishes between the negligence of 
the administrative staff and the negligence of the 
medical staff. In the one case liability may be im- 
posed against a charitable institution, while in the 
other it may not. Upon a new trial if plaintiffs 
can establish that defendants knew of the exist- 
ence of the disease, and failed to warn them of it, 
the probabilities are that a recovery will be made 
against the hospital. 


ee 


Liability of County Hospital for Injury to Pay 
Patient 


Henderson vs. Twin Falls County, 80 P. (2) 
801 (Idaho). 


This case was before the Idaho Supreme Court 
(56 Idaho 124, 50 P. (2) 597) upon an appeal 
from a judgment dismissing plaintiff’s complaint. 
The Court there reversed the judgment and a new 
trial was had resulting in a judgment for plain- 
tiff. The defendant County appealed, and the 
judgment in favor of plaintiff was affirmed. 


Plaintiff was a pay patient and after undergo- 
ing an operation her attending surgeon directed 
a special nurse to administer a saline solution by 
injection. Instead of the special nurse adminis- 
tering a saline solution a nurse employed by the 
hospital administered a boric acid solution, which 
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resulted in the injuries of which plaintiff com- 
plains. 


The County hospital was organized to care 
principally for indigent patients. Plaintiff being 
a pay patient, the question was raised whether the 
county could be held liable. In the earlier case it 
had been held by a majority of the Court that a 
pay patient, if he introduced proper evidence, 
might recover from the county for the negligence 
of its agents. The Court reaffirmed its position 
here and held that since the proofs showed in- 
juries to the plaintiff caused by the negligence 
of one of the defendant’s employees, the plaintiff 
could recover. Therefore, the Court affirmed the 
judgment. 

<li tes 
Liability of Hospital for Injuries Received by 
Employee 


Cowans v. North Carolina Baptist Hospitals, Inc., 
197 N. C. 41, 147 S. E. 672. 


This was an action for damages on account of 
personal injuries, brought by an employee of the 
defendant hospital. There was a verdict and judg- 
ment for the plaintiff. This was affirmed. 


The rule is general that a person, not a bene- 
ficiary of the charitable hospital, may recover for 
the negligence of the hospital, its agents, serv- 
ants or employee. Plaintiff, being an employee 
and having suffered an injury by reason of de- 
fendant’s negligence, established a right of re- 
covery. 

inceckisdilitininas 
Liability of Surgeon for Negligence of Nurse in 
Hospital Operated for Defendant 


Boetcher vs. Budd, 61 N. D. 50, 237 N. W. 650. 


Plaintiff recovered a judgment against de- 
fendant, a surgeon, which judgment was affirmed 
on this appeal. Defendant contended that the 
hospital which he was operating was a charitable 
one. The Court held contrary to his contention 
on this point. 


It appeared that plaintiff’s leg had been burned 
by a hot water bottle. Defendant argued that 
since the bottle had been placed upon the patient 
by a nurse employed by a charitable hospital, the 
rule of respondeat superior should not apply. 
Now, defendant was operating the hospital plant 
under a contract with a hospital association. This 
association was to build a hospital, but the hos- 
pital was to be operated by defendant for three 
years. If any profit was made he was to retain 
it. Under the facts it could not be argued that 
defendant was managing a charitable hospital. It 
followed that he was liable for the negligence of 
the nurses in question. 





Squibb Institute for Medical Research 


In the presence of a gathering of distinguished 
scientists the new Squibb Institute for Medical 
Research at New Brunswick, New Jersey, was 
dedicated on October 11, 1938. 


The new $750,000 laboratory building, designed 
by Sherley W. Morgan, professor of architecture 
at Princeton University, is described as the finest 
and most complete of its type in the scientific 
world. It combines architectural beauty with the 
most modern development of methods of con- 
struction and use of materials. 

Special study was devoted to insulating value 
of materials to be used in construction of outside 
walls in order to promote dependability of air- 
conditioning. Through an intricate system of pipes 
and conduits in the false ceilings of the rooms and 
corridors services of every kind have been pro- 
vided. No piping is exposed and only cocks and 
faucets on top of the laboratory furniture indicate 
the presence of these services. Ample storage 
space has been provided and the building is com- 
pletely fireproof. A special room has been set 
aside for conducting experiments with chemicals 
giving off noxious odors which carry the hazard 
of explosion. This room is dissociated from the 
air-conditioning system, and special ventilators, 
fans, and flues have been installed to carry off the 
odors. A separate fire and explosion proof build- 
ing has been erected about fifty yards from the 
main building for carrying on research involving 
the use of such highly inflammable materials as 
benzene, acetone, and ether. 

The Institute is separate and distinct from the 
business activities of E. R. Squibb & Sons, replac- 
ing none of its manufacturing research, which 
will be carried on as before. It has been dedi- 
cated to scientific medicine for the discovery of 
new therapeutic agents for the prevention or cure 
of disease, or the relief of human suffering. 

Dr. John F. Anderson, vice-president and 
director of the Squibb Biological Laboratories, 
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Left to right: Dr. John F. Anderson, Vice President 
of E. R. Squibb & Sons and Director of the Squibb 
Biological Laboratories; Dr. Abraham Flexner, Direc- 
tor of Institute for Advanced Study, Princeton, N. J.; 
Dr. Robert C. Clothier, President of Rutgers Univer- 
sity; Dr. George R. Minot, Director, Thorndyke Memo- 
rial Laboratory. Boston City Hospital, and Professor 
of Medicine, Harvard University; Professor August 
Krogh. Professor of Animal Physiology, University of 
Copenhagen, Copenhagen, Denmark; Mr. Theodore 
Weicker, Chairman of the Board of E. R. Squibb & 
Sons; Dr. George A. Harron, Director of the Squibb 
Institute for Medical Research; Dr. Russell M. Wilder, 
Professor of Medicine. Mayo Foundation, Rochester, 

Minnesota 


speaking at the dedication, traced the develop- 
ment of research by the House of Squibb since it 
was founded by Edward R. Squibb in 1858 and 
concluded with the hope that the work to be 
undertaken in the Institute will “help to push 
back a little bit further the curtain of the un- 
known, and ultimately add to the total of human 
happiness.” 

The far-reaching effect of the work which will 
be accomplished within this model research labo- 
ratory can never be estimated, the outcome of 
the “untrammeled roving of the human spirit, 
searching for truth and truth alone” cannot be 
predicted, but we all know the greatest contribu- 
tion to human happiness and good health is made 
by the quiet workers in laboratories and libraries 
and by the public spirited and unselfish men who 
make research possible. 






Squibb Institute for Medical Research 
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A Health Service for New Rochelle 






Hospital Employees 


KATHLEEN F. YOUNG, R.N., M.A., and AUSTIN JAY SHONEKE, F.A.C.H.A. 


HILE the general public has shown little 
WY crcem regarding the hazards presented 

to the medical and nursing professions, 
physicians and hospital staffs have long been 
aware of them. Only comparatively recently have 
serious efforts been undertaken to reduce and if 
possible eliminate those hazards. Such a serious 
effort has been made at the New Rochelle Hos- 
pital and a survey of these efforts should prove 
valuable for other hospitals confronted with the 
same problems. 


One of the problems which the New Rochelle 
Hospital faces is that of accommodating the peo- 
ple of New Rochelle and many towns in the ad- 
joining area. The hospital facilities have been 
taxed to the utmost and are not adequate to 
meet the growth in population. Overcrowding is 
the inevitable result. Rated as a general hospital 
of 147 beds, this rated capacity has been exceeded 
regularly. The daily average number of patients 
for the fiscal year ending June 30, 1938, was one 
hundred sixty-one. By. crowding beds in wards 
so that they were but two feet apart, placing beds 
in the center aisles, using quiet rooms, sun parlors 
and every available space we have cared for as 
many as 185 patients per day in peak periods. 


Incidence of Tuberculosis 


It can readily be seen that we face a problem 
in satisfactory staffing. Constant supervision is 
necessary to carry out aseptic technique. The 
policy of the medical staff has been very liberal 
in the admission of infectious cases, and while we 
try to segregate such cases where possible, one 
may readily see the difficulty under such crowded 
conditions. Of serious concern is the number of 
cases of tuberculosis which enter a general hos- 
pital such as ours undiagnosed and, of course, pre- 
sent a health hazard to employees. 


Problem of Cross-Infection 


There is always the possibility of contagion to 
face in our crowded situation, but we feel that 
our teaching and our technique have been effec- 
tive as we have had no cross-infection. Neverthe- 
less, cross-infection is not the only problem that 
overcrowding presents; it increases the normal 
hazards presented to nurses and staff workers. 
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Occupational Hazards 


Just what protection or insurance have nurses 
and staff workers against these occupational haz- 
ards? In this social-conscious, political era per- 
haps we should look to the state to carry the bur- 
den of such protection or insurance. 


New compensation insurance laws are being 
enacted every year and special attention is being 
given to occupational diseases. The workers in 
many different trades are gaining necessary pro- 
tection as the hazards of their occupation are be- 
ing officially recognized. Very little has been done 
to benefit nurses, and, in fact, the difficulty in de- 
fining an occupational disease for this profession 
or trade is easily recognized. Members of a hos- 
pital personnel could justly claim that almost any 
contagious sickness was contracted in the course 
of employment. It is this multitude of hazards 
which causes official bodies to hesitate in provid- 
ing adequate protection where it is most needed. 


While the present social trend is toward pro- 
viding through law more and better means for 
the protection and welfare of the worker, hospital 
staffs cannot sit idly by and wait for official ac- 
tion and compensation to catch up with them. 
A more aggressive and definite policy must be 
undertaken. 


In view of the above situation and the fact that 
the administration of our hospital believes that 
the hospital personnel should be examples of good 
health, we undertook the organization of a health 
service for all employees. Up until this policy 
was definitely formulated, our health program for 
personnel consisted of providing a comprehen- 
sive health examination for student nurses at 
the time of their entrance into the school of nurs- 
ing and at intervals during their course of train- 
ing. 
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Physical Examinations 


The initial health examination for student 
nurses became of greater importance and by Feb- 
ruary, 1935, this was enlarged in scope to include 
a chest x-ray, complete blood count, blood Was- 
sermann and urinalysis. It can readily be seen 
how important it is to rule out tuberculosis and 
venereal diseases before employment. 


The reason why a more complete examination 
was decided upon at this time was due to a very 
startling and disturbing discovery. This discov- 
ery not only put into effect a more exhaustive 
series of tests but also hastened the formal or- 
ganization of the health service. The discovery 
came to light when a group of student nurses 
(admitted to the school in September, 1934) were 
leaving for pediatric affiliation and the school 
required a chest x-ray before they were enrolled. 
Upon carrying out this request it was found that 
four of these students had tuberculosis although 
they appeared to be in excellent health and had 
no clinical symptoms. 


Inauguration of Our Health Service 


Once our attention was directed in such a force- 
ful and startling manner to the seriousness of the 
situation, we gave immediate attention to the in- 
auguration of a health service. No sooner was 
this purpose decided upon than we realized the 
many difficulties and perplexities which presented 
themselves. In the first place the administration 
of a health service for hospital employees was 
complicated by the rapid turnover of the per- 
sonnel. 


In the two years that our program has been 
in operation there were approximately one hun- 
dred ninety-seven resignations or a 43.3 per cent 
turnover. While this appears to be a high per- 
centage, similar studies of other hospitals would 
probably show about the same change in person- 
nel. Student nurses remain in the hospital three 
years, while the tenure of other employees aver- 
age much less. 


At the outset of our plan for employee’s health 
service, workers were to be taken care of when 
ill at the expense of the hospital. Beginning June 
15, 1938, however, the hospital was relieved of 
this expense by the introduction of the Associated 
Hospital Plan, which offered our employees an 
opportunity to participate. In order to partici- 
pate, an employee must provide that a deduction 
of eighty cents be made each month from his pay. 
The introduction of this plan made it possible for 
the hospital to establish a rule that no free care 
will be rendered to employees. 


While the introduction of the Associated Hos- 
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pital Plan has relieved the hospital of a burden 


-in the care of its employees who are ill, the 


hospital has not withdrawn from responsibil- 
ity regarding the health and welfare of its em- 
ployees. Two weeks’ sick leave is given after one 
year of service and two weeks’ vacation with pay. 
Student nurses are given three weeks vacation 
annually. Graduate nurses are encouraged to 
take a month’s vacation annually—two weeks 
with salary and two weeks without. 


In order to present a clear picture of the health 
service organization and how it operates, we 
would like to point out first that there are on the 
average 270 employees engaged in hospital duties. 
For the purpose of this survey the personnel has ~ 
been classified as follows: 


A—Nurses: a Students 
b Graduates 
B—Resident and Intern staff 
C—Office 
D—Maids, Aides (female), etc. 
E—Porters, Orderlies, Ambulance Drivers 
(male), etc. 
F—Technicians 
G—Dietitians 
H—Engineering (maintenance) 


With the inauguration of this health service 
it was decided to place the full responsibility for 
supervision with the director of nursing. This 
was done because at least one-half of the entire 
personnel is in the nursing department. 


Management of Our Health Service 


Next it was decided that the supervisor of the 
out-patient department should have charge of the 
management of the service. This decision was 
reached after carefully considering the following 
factors: (1) The convenient location of the de- 
partment of x-rays, laboratories and emergency 
wards; (2) The supervisor was well prepared 
through training, education and experience for 
this task; (3) The supervisor has a pleasing per- 
sonality and had been connected with the hospital 
for a number of years. 


The procedure of the health service plan re- 
quires that each department head be supplied 
with health examination forms. Before any em- 
ployee may be placed on the payroll he or she 
must receive such a form from the department 
head and take it to the supervisor of the health 
service. The applicant is given a thorough health 
examination. If the applicant is free from all 
communicable diseases this is so noted on the 
form and attested to by the examining doctor. 


If the applicant is accepted as a regular em- 
ployee the hospital accepts a definite responsibil- 
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ity to look after his health. However, no person 
may be placed on the permanent payroll until all 
examinations are complete and the head of the 
department has received the notice certifying that 
the health examination has been satisfactory. 


When an employee is placed on the permanent 
payroll he is informed of the important facts of 
the health service and instructed to report to the 
emergency department when ill or injured. He 
is also assured that a locked file is kept of all 
health examinations and such records are re- 
garded as confidential. 


The examination at the time of initiation into 
hospital service is not the end but the beginning 
of the health service program. A follow-up pro- 
gram attempts to make possible the correction of 
remedial health defects. Re-examinations are 
given whenever indicated and at least yearly. 
Chest x-rays are repeated yearly, every six 
months or as often as the health service deems 
necessary. 


Where special examinations, treatments, or 
therapeutic diets are requested by the examining 
physician such are arranged for by the nurse in 
charge of health service. 


A report of ali cases treated is sent daily to 
the office of the director of nursing. Any serious 
injury or illness must be reported to the nursing 
department and department head immediately by 
telephone. The department head is responsible 
for seeing that all injuries and illnesses are re- 
ferred to the first aid department. Injuries sus- 
tained while on duty come under the Workman’s 
Compensation Law and must be reported to the 
secretary in charge of such reports. The respon- 
sibility for seeing that such a report is made falls 
upon the emergency room nurse. 


The hospital does not limit its health service 
to the health examination and care of its em- 
ployees but recognizes the need for a more com- 
prehensive program affecting the mental and emo- 
tional health of the individual. Many emotional 
problems have received attention during the op- 
eration of the health service and two definite 
mental cases were diagnosed and admitted to a 
psychiatric institution. 


Health Instruction 


Health instruction is provided in a limited way 
at the time of examinations, but a more compre- 
hensive and satisfactory system of health instruc- 
tion will be undertaken in the future. 


Along the line of emotional health and preven- 
tative medicine we have attempted to plan a suit- 
able recreation program for employees who live 
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on hospital property. This includes, chiefly, stu- 
dent nurses, graduate nurses, and intern staff. 


One important by-product of the health serv- 
ice work has been a recognition of a definite need 
for a type of vocational guidance based on physi- 
cal qualification for the work to be done. If our 
health examination reveals a satisfactory health 
status for employment but the individual has not 
the strength for the particular work assigned, we 
believe it our responsibility to make such trans- 
fers as are possible that the individual may be 
given work within his capacities. Several such 
instances have been discovered and adjustments 
made. We are proud of the fact that our records 
show illustrations of successful vocational guid- 
ance in fitting the person to the job rather than 
the job to the person. 


The matter of making reports and compiling 
of statistics is necessary to the future success of 
the health service, regardless of the detail in- 
volved. Daily reports are sent from the health 
service to the administrative department. Each 
report provides the following information: Name 
of person ill or injured; time reporting; diagno- 
sis; treatment given; and disposition of case. 
Monthly reports and an annual report of the 
health service are presented. 


Importance of Recording the Statistics 
of the Health Service 


Statistics covering the details of the health 
service are carefully compiled, but it is difficult 
to reach any definite conclusions regarding them 
at the present time. There has not been sufficient 
study or elapsed time to reach any definite con- 
clusions or substantial interpretations. Such sta- 
tistics, charts, and records will, over a long period 
of time or when used in a survey with other hos- 
pitals maintaining health services, prove invalu- 
able in reaching some important and perhaps 
startling conclusions. 


Hospitals in many instances have failed to 
make full use of their facilities for the benefit 
of their employees. In fact, hospitals have been 
so backward in this regard that there are few 
studies available of hospital losses due to illness, 
injuries and the like among employees. 


If industry has found a health program sound 
economics, hospitals might well copy industry, or 
at least make studies and know approximately 
what employees’ illness costs each year. 


Should any hospitals be interested in forming 
a health service, the New Rochelle Hospital will 
be pleased to send copies of the forms used in the 
keeping of records and give any further infor- 
mation desired. 
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Hospital Pharmacy Standards 


“Bonum ex integra causa, malum ex quocumqua defectu” 


MORRIS DAUER, B.S., Ph.G. 


the planning and equipping of a new and com- 

plete pharmacy in the new building of the 
Kings County Hospital, a hospital consisting of 
2825 beds and serving about 1000 patients daily 
in its out-patient department. This hospital, un- 
der the jurisdiction of the Department of Hos- 
pitals of the City of New York, had to be most 
scientifically planned and equipped in every par- 
ticular in the most modern fashion with a mini- 
mum of expenditure in as much as all municipal 
expenditures are very carefully budgeted and 
controlled. 


I HAS been my happy experience to supervise 


The many experiences encountered in overcom- 
ing the difficulties in the planning and drawing 
up of specifications for so huge a project may 
well serve as a~pifitie to others contemplating 
similar pharmaceutical enterprises. It is to be 
expected that modifications of these standards 
will be made by those pharmaceutical colleagues 
engaged in similar undertakings as time and good 
judgment will allow. 


The quantities of certain individual items sug- 
gested by the author can be altered to suit in- 
dividual needs according to the size of the institu- 
tion but generally the plans and schemes as sug- 


gested will apply to nearly every hospital that - 


requires the services of a full time pharmacist to 
supply the wards with ample medications and to 
compound medications for the use of the out- 
patients and the hospital staff. 


A hospital, taken as a whole, is a home for the 
sick. In it are received sick people who suffer 
from such ailments as cannot be attended to 


adequately at home or from such ailments as are 


contagious, and menace the health of others. 
People requiring surgical attention and lying-in 
patients, form a considerable part of the hospital 
population. Proper facilities for taking care of 
the restoration of the health and comfort of peo- 
ple entrusted to the care of those who are in 
charge of a hospital is an extremely large task; 
and to insure the greatest efficiency, the various 
branches are so segregated and placed, each in 
charge of an expert, whose duty it is to regulate 
and control his individual department, in direct 
relationship to the central scheme which makes 
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for the best interests of the welfare and comfort 
of the patient. 


The Hospital Pharmacy 


One of the important branches of hospital 
service which plays its part in restoring the 
health and maintaining the comforts of the sick 
is a pharmacy with its minor subdivisions. The 
pharmaceutical department of an institution of 
healing is so important and can reflect such an 
inestimable amount of credit upon the reputation 
of the institution, and render such yeoman ser- 
vice, that it will effectively and effectually aid the 
medical and surgical staffs in the treatment of the 
sick. It has always been the author’s belief that 
a pharmaceutical department of an institution 
should be conducted in a high, orderly, and pro- 
fessional manner. In a large hospital, this de- 
partment, unlike the ordinary small retail drug 
store, receives and distributes surgical supplies 
and materials, as well as attending to the com- 
pounding and dispensing of prescriptions and 
galenicals. Proper physical facilities and well- 
trained and well-chosen help must be provided to 
properly further this with accuracy, precision, 
and dispatch, and reduce the overhead and main- 
tain the proper efficiency. 


Choosing the Pharmacy Site 


Just as the sites of other institutions which 
serve the varied needs of a community are chosen, 
so as to have them conveniently within reach of 
that particular community, so should the phar- 
maceutical department of a hospital be located 
so that it will be easily accessible to all wards, 
operating rooms, clinics, and the out-patient de- 
partment. 


The pharmacy should be so located that it may 
be easily accessible and at the same time it should 
be at a central point so that the dispensary pa- 
tients and hospital attendants may be least in- 
convenienced in making calls for medical sup- 
plies and ward necessities. However, it is well 
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to remember that adequate provision should be 
made for the health and convenience of the at- 
tending pharmacists. The proper attention must 
be given to the problems of natural lighting and 
effective ventilation. Should these public health 
problems not receive due and correct considera- 
tion, the health of the pharmacists will be im- 
paired, and discredit will be reflected on the in- 
stitution. ; 


At this time allow me to emphasize to hospital 
pharmacists that basement locations of the phar- 
macy are to be discouraged in most emphatic 
terms because only too often are hospital pharma- 
cies condemned to an obscure place in the base- 
ment of the building, without regard to the health 
and welfare of the pharmacist who must spend 
the greater part of his professional life in what 
may be called a modern alchemist’s dungeon. 


It is of the utmost importance to impress the 
hospital administrators with the idea that the 
pharmacy is one of the essential units of the 
hospital and as such is justly entitled to proper 
and adequate quarters and facilities. 


Hospital Pharmacy Equipment 


The main room of the pharmacy having been 
chosen, it is necessary to have in addition one or 
two adjacent rooms for the manufacture of bulk 
galenicals and the storage of bulk chemicals and 
pharmaceuticals. 


The main room, treated as an individual unit, 
will consist of one prescription unit, where will 
be compounded extemporaneous medicines as or- 
dered by the medical staffs. This will resemble 
the compounding unit of any retail drug store. 
Chemicals and medicines are stored in small quan- 
tities on shelves and in drawers in a compact ar- 
rangement. These chemicals and medicines are 
stored in glass-labeled bottles with ground-in 
stoppers. Standard equipment for weighing and 
measuring, which consists of standard torsion bal- 
ances and a complete set of double-scale grad- 
uates, glass and wedgewood mortars and pastles, 
ointment slabs, pill tiles, tablet triturate moulds, 
spatulas made of stainless steel and hard rubber, 
and other necessary equipment needed in the rou- 
tine compounding of prescriptions will be located 
here. 


Where the needs are greater, more than one 
of these complete units should be provided, so 
that more than one pharmacist may compound 
prescriptions at the same time. A closet with 
steel shelves, built into the wall, with a fireproof 
door, should be provided, which shall be kept un- 
der constant surveillance, with lock and key, 
wherein are stored poisons and another such 
closet should be provided for the storage of nar- 
cotics. 
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Compounding and Dispensing 


Prescriptions containing narcotic drugs or poi- 
sonous ingredients should only be compounded 
and dispensed by a pharmacist who is licensed 
to practice pharmacy by the State Board of 
Pharmacy of the respective state in which the 
hospital is located, so that direct responsibility 
may be fixed. If possible, these individual pre- 
scription units should be so located that the phar- 
macist so engaged shall not be disturbed by the 
other routine activities of the pharmacy. 


In this room, we make provision for shelves, 
and here we will place the greater amount of prep- 
arations, bottles or packages, and labeled, ready 
for distribution to patients or for distribution to 
wards. These preparations should be so placed 
that an immediate classification may be made ac- 
cording to some system, preferably divided into 
the various branches of medicine or to those spe- 
cialties or subdivisions of medicine to which they 
apply such as cardiology, dermatology, diabetic 
medication, gynecology and obstetrics, ophthalm- 
ology, otology, pediatrics, rhinolaryngology, sur- 
gery, urclogy, gland products, internal medicine, 
and respiratory medicine. The shelves on which 
these preparations are placed should be made of 
some material which may be readily cleaned, such 
as painted steel or chemically-treated wood, be- 
cause a certain amount of breakage and leakage 
is bound to occur which would mar the equipment. 
Ointments in small containers, ready for dispens- 
ing, should preferably be stored on shelves made 
of soap-stone or chemically treated wood. 
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Model Arrangement for a Hospital Pharmacy 


Windows should be placed at opposite ends of 
this room from which articles may be readily dis- 
tributed from the pharmacy. One window will 
be used in the dispensing of prescriptions to the 
patients coming from the clinics of the out-patient 
department; the other should be strictly reserved 
for hospital employees, physicians, nurses, and 
messengers who will take supplies to the hospital 
wards without undue delay. A sink, built into the 
laboratory counter, should be conveniently located 
on this floor for laboratory purposes, and another 
smaller sink, provided with soap and towels, for 
the pharmacist’s personal use. In this room 
should also be located one large refrigerator, with 
suitable mechanical refrigeration for the storage 
of biological preparations and for special medi- 
cines which are to be kept at reduced tempera- 
ture. 


The Pharmacist’s Office and Library 


A wing or corner of this main room may be 
railed off as an office for the chief pharmacist 
from which he will, with regularity keep control 
and check on numerous procedures which require 
his personal attention and consultation. This 
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office, like other administrative offices, should be 
equipped with typewriters, filing cabinets, etc., 
and in addition, will hold a pharmaceutical li- 
brary. It is wise to have this library as com- 
pletely equipped as possible with texts, pharma- 
ceutical periodicals and up-to-date reference ma- 
terial, so that if special information is needed it 
may be readily accessible and obtainable in the 
department. 


Outside sources of information should be re- 
sorted to infrequently because of the usual in- 
herent delays. This pharmaceutical library may 
be provided, at a very small expense, with the 
necessary books and periodicals. In the experi- 
ence of the writer, each and every volume not 
only pays for itself at one time or another, but, 
in addition, saves much time in the daily work- 
ings of the pharmacy. This also makes: possible 
the immediate handing of those special prescrip- 
tions and preparations which do not come under 
the realm of routine and commonly-prescribed 
combinations. It also saves the pharmacist from 
embarrassment when called up by his colleagues, 
the staff physicians, for some particular informa- 
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tion that they may desire in the treatment of a 
specific condition requiring a special medication. 


It is also advisable to have a complete file or 
card system which may from time to time be tried 
out by various members of the medical staff. This 
file system may be classified and divided into: 
administrative and business records; technical 
records; therapeutic records; record of planning 
of pharmaceutical production; controlling and 
processing formula files, etc. 


Manufacture of Galenicals and Prescriptions 


The space devoted to the manufacturing of 
galenicals and prescriptions in bulk quantity for 
the out-patient department should be equipped 
with a long central laboratory table (the top of 
which should be chemically treated wood to make 
it impervious to the action of acids and other 
corrosive chemicals) on which may be com- 
pounded medicines in large quantities; the under 
portions of which may serve as storage space for 
finished products. This space should be suitably 
shelved, closeted, and provided with doors. A 
soapstone laboratory sink should be conveniently 
located and provided with a steady supply of hot 
and cold water of reasonable pressure; also a still 
capable of producing moderate quantities of dis- 
tilled water. Near the sink, proper heating facili- 
ties for the manufacture of large quantities of 
syrups and ointments should be provided. An 
autoclave or other sterilizing apparatus is a nec- 
essary adjunct to a modern hospital pharmacy 
because often enough we are called upon to pre- 
pare sufficient quantities of injectable medicinal 
solutions and sterile surgical preparations in 
emergencies or when such stock of standard ster- 
ile solutions, which are ordinarily kept in inven- 
tory, are depleted. 


As accessory or added equipment for- certain 
hospitals that specialize in several of the medical 
specialties, it is advisable to add to the general 
list which is given in this paper, such equipment 
as glass-lined solution tanks with adjustable mix- 
ing propellor for the preparation in bulk of cer- 
tain solutions such as normal saline solution, boric 
acid solution, Thiersch’s solution and various 
other solutions which come under the realm of 
hospital pharmacy. 


Let me strongly recommend that in such phar- 
macies that store such items as x-ray films and 
medicated gases in cylinders that a suitable vault 
be provided for these items. The wisdom of this 
precaution is well borne out by the experience 
of certain major hospital fires originating from 
this cause. Alcohol and other inflammable liquids 
should be stored in a spirit vault. 
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Dispensing Prescriptions to Patients 


Actual dispensing of prescriptions to patients 
should be done only by a licensed pharmacist who 
can, with exactness and regularity, interpret. di- 
rections for patients, and take care of many pa- 
tients in the shortest period of time possible. 
The dispensing to nurses and other hospital at- 
tendants should be done in a similar manner, and 
records of all disbursements should be kept, in a 
control ledger and should be charged to the proper 
ward or department! 


The Hospital Formulary 


The types of medicines prepared and used in 
the hospital are best regulated through the me- 
dium of a hospital formulary. Such a formulary 
should be prepared by the chief pharmacist in 
collaboration with the medical staffs of the vari- 
ous branches of the hospital service. These for- 
mulas should be adopted only after discussion as 
to therapeutic usefulness and also taking into 
consideration pharmaceutical procedures, as well 
as palatability and keeping qualities, whenever 
possible keeping the cost of materials to a mini- 
mum. This will restrict the use of proprietary 
remedies, which so often congest the shelves of 
a pharmacy, due to the rapidity with which they 
fall into disuse, to such as are actually needed 
and cannot be replaced or compounded from 
drugs and chemicals which are official in the 
United States Pharmacopoeia and the National 
Formulary. As a service to the medical staff and 
to simplify prescribing, the pharmacist in pre- 
paring this formulary should arrange the pre- 
scriptions as to the various departments to which 
they apply and, wherever possible, to give a 
description of the physical characteristics of the 
medicine, such as color, odor, taste, etc. 


In the second branch of the pharmacy, which 
deals with the manufacture and storage of medi- 
cines, we are obliged to borrow and incorporate 
many ideas and procedures found in a regular 
manufacturing plant and demonstrate these on 
either a smaller or large scale as the case may be. 
Adequate provision is made for the storage of 
prescription bottles and containers. New bottles 
and containers should be used whenever possible. 
Old or returned bottles should be thoroughly 
cleaned and, if provisions can be made, sterilized 
with live steam. All liquid preparations which 
are made should be filtered if the prescription 
permits. One of the tables should be set up with 
large holes which will hold large funnels having 
a capacity of about a gallon, thus serving as a 
filter table. The vessel which is to collect the fil- 
trate may be placed underneath the table, and 
should be made, wherever practicable, of monel 
metal to minimize metallic reactions. _If this can- 
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not be done, large glass vessels should be used. 
Ointments, where prepared in very large quan- 
tities, may be mixed in a standard ointment mill 
and.stored in either large monel metal containers 
or earthenware containers provided with suitable 


covers. 


These vessels should be properly labeled in a 
manner which will make it plain as to what the 
contents are, the labels to be kept clean and read- 
ily readable. 


Tablets, if prepared in bulk, should be manu- 
factured by making the proper granulation and 
then compressed with a standard tablet machine. 


Capsules, when used in quantity, should be com- 
pounded by having a qualified pharmacist pre- 
pare the trituration and, with proper instruction, 
permitting one of the other assistants to fill them 
by hand. 


Medicines used for hypodermic administration 
should only be prepared by a graduate phar- 
macist, under the immediate supervision of the 
chief pharmacist. These preparations should be 
properly sterilized and immediately bottled in 
sterilized bottles, stoppered with rubber dia- 
phragm caps. The finished product is again ster- 
ilized, and every bottle is labeled revealing the 
proper contents and the date of preparation. 
These bottles should at once be dispensed for use. 


A portion of the manufacturing floor should be 
set aside during several hours of the day for the 
receiving and filling of the drug boxes, which are 
then distributed throughout the various wards of 
the hospitals. This should be done with as much 
efficiency and dispatch as possible. It is pref- 
erable to have one assistant fill these boxes and 
another to check and keep proper records of all 
materials so dispensed. 


Keeping the Narcotic Records 


In addition very careful records must be kept 
of narcotic preparations supplied directly to the 
wards. In this department, special attention 
must also be given to the special storage of deli- 
cate drugs and chemicals which may be spoiled 
or injured by the elements, such as light and heat, 
or spoiled by molds. 


Drugs which are susceptible to light should be 
stored in amber or other suitable, colored-glass 
stoppered bottles. Drugs which are susceptible 
to moisture or which contain volatile ingredients 
should be stored in glass bottles, fitted with 
ground-in-glass stoppers. The importance of 
equipping a pharmacy with such bottles cannot 
be over-emphasized. Almost all drugs are affected 
by one or the other of the elements. The storing 
of drugs and chemicals in these bottles will not 
only keep these medicaments unaltered for a much 
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longer period of time, but will ultimately re- 
sult in a considerable economy in expenditures 
for medical supplies. Keeping chemicals and 
pharmaceutical preparations in glass-labeled con- 
tainers not only keeps these preparations neat 
and clean, but adds more dignity to the pharmacy. 


As a unit, the individual problems of the phar- 
macy must be met, bearing in mind the relation- 
ship to every branch of therapeutics which may, 
at some time, resort to the use of drugs and medi- 
cines. Modern medical practice does continue, and 
will continue, to treat the sick and restore health 
with these physical adjuncts, and scientific provi- 
sion must be made to accommodate such therapy. 
A pharmacy so conducted reduces the individual 
cost per patient and furnishes to the hospital 
community a service which is very readily recog- 
nized as a distinct asset in the promotion of the 
patients’ welfare. 


Necessity for Trained Personnel 


It is necessary to further such service with a 
personnel properly trained to maintain and regu- 
late efficient organization and whose untiring ef- 
forts in this direction should be shown sympa- 
thetic consideration by those responsible for the 
elevation of the scientific work of the staff. The 
pharmacist should be invited from time to time 
to medical staff meetings and treated with a 
proper amount of professional courtesy, so that 
the dignity of his office will be in direct relation 
to the work performed. 


It is not unduly unreasonable to expect all of 
this indispensable equipment and paraphernalia 
to be found in a modern hospital pharmacy. 
Taking into consideration a recent survey con- 
ducted by a pharmaceutical journal with refer- 
ence to the minimum requirements for equipment 
and apparatus required by retail pharmacies, by 
various State Boards of Pharmacy, and in view 
of the fact that a hospital pharmacy should meas- 
ure beyond any standard set for a retail phar- 
macy in this connection, the list of pharmaceu- 
tical equipment which I have included is not too 
cumbersome or voluminous. If the high stand- 
ards required-and demanded for hospital phar- 
macy are to be attained and maintained, these 
hospital pharmacy standards which I have set 
forth and not the minimum requirements should 
govern institutional needs. 


No matter how well the hospital pharmacist 
may be equipped with theoretical and practical 
knowledge of hospital pharmacy administration 
and management and hospital pharmacy practice 
and procedure, without the proper pharmaceuti- 
cal armamentarium, he cannot with credit serve 
either his patients, his institution, or his com- 
munity. 
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Check every cost...and realize Baxter economy 


Do you know exactly how much your intra- 
venous solutions are costing you? Go to your 
hospital pharmacist. Ask how many liters of 
solutions were discarded because of age and 
deterioration... 

Find out how many flasks, carboys and other 
fragile equipment were broken in intravenous 
use . . . Figure out your cost for repairs and 
maintenance of stills, sterilizers, filters. Add 
your supervision and labor costs. When you 
have all that your task is only just begun, for 
you must gwess at a dozen or more hidden costs 
that-sap your budget. 

Check every cost . . . then compare it with the 
open, known, accountable cost of Baxter's 
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Dextrose and Saline solutions in Vacoliters. 
When you buy Baxter’s solutions you know 
exactly what every cent is purchasing. There is 
no indirect cost. There is no waste. . . every 
liter of solutions is usable. Labor and super- 
vision is no longer your cost. You pay nothing 
for insurance, for still maintenance or heating. 
And yet you use solutions as fine, as pure, as 
sterile as we can possibly produce. . . packed in 
Vacoliters that are convenient for you to use. 

In a word... . you buy a complete service... 
adapted to your own institution, to answer 
your own specific needs. And it need not cost 
you a cent more than you pay today. Check 


every cost... . and realize Baxter economy. 
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Linen Classification and Distribution 


MINNIE E. HOWE, R.N. 


bution in use at The Children’s Memorial 
Hospital is based on the following conditions 
and principles: 


To: system of linen classification and distri- 


A new plant was put into operation in 1931. 


The laundry is equipped with American Laun- 
dry Company machinery. This includes Perry 
washers which have an overhead carrier and 
save several operations of handling, dumping, 
and re-loading for extraction. 


The laundry load consists of linen from the 
250 bed hospital, with a daily average of 168 
patients, an out-patient department with a daily 
average of 190 patient visits for the same year, 
and for personnel numbering 372 with 233 living 
in the institution and 280 receiving personal 
laundry. 


The average pounds per day of linen washed 
in the laundry in April, 1938 was 3,048. 


A cost study made in July, 1936, showed that 


the cost per pound for laundering linen was from 
114 to 2 cents. This cost included salaries, sup- 
plies, repairs, steam, electricity, etc., but did not 
consider the original cost of equipment and de- 
preciation. 


Laundry Personnel 


The laundry personnel totals 20 persons and 
consists of: 


MERESEE AWOMBN) 055.6 6.6 60-05 Caste Ah ewee 1 
WVMEDE? WEORD): 556.055 Np Saw owed eoeawe es 1 
Assistant washer (man) ................. | 
DRUG OLU MAOR i 0 o855o. 60 ob sinew Steaard sees 1 
Women 
ANON GORUMETS: 5 os io bib scene arses ewe 2 
DOE OINOTE 62 6.5.0.0 55,602 as oe TNawee ee Ss tO 
RE IDI 5. 52s ce arn eas werbiaeriinw.enate 1 
EIS css Ra cond nce iia Mibiwia dee Sadia 2 
BOE Sioa iis y oeewuioras woud steno Aneee 2 
PRGA OOD 5 iss sioerrnnticeea Sige eS 
CHOCKEE GHG WADE 66. 556k bic evisecsiecces 1 
Seamstresses for mending (Housekeeping 
WIL owe visas oa ieee Slaatate 2 


The laundry manager is responsible to the 
hospital business manager who functions as an 
assistant to the superintendent of the hospital. 
The laundry manager has had wide experience 
in a commercial laundry. Her preparation for 
laundry work was acquired by practical exper. 
ience. Prior to her present position she was with 
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the American Laundry Institute, Joliet, Illinois, 
where she had worked as a demonstrator and 
instructor. 


Linen Distribution and Sorting 


The present system of linen control was estab- 
lished under the guidance of a commercial laun- 
dry expert who had made a special study of 
applying commercial laundry methods to hospital 
laundries. The outstanding features of the sys- 
tem may be summarized as follows: 


Linen in general use in the institution is not 
marked for specific units or divisions. It carries 
the name of the hospital in bold letters and the 
date it is issued. This includes the majority of 
all linen used in the hospital, such as sheets, 
pillow cases, towels, doctors’ gowns, patients’ 
gowns, etc. 


Operating room linens and special items used 
in one or two divisions only are marked for that 
particular unit. 


A standard of linen is provided on each division 
based on the needs of that unit. This standard 
is automatically maintained by returning the 
same amount of linen to each division that is sent 
to the laundry each day. This eliminates the 
need for daily linen orders for general items. A 
few items are ordered daily, or as needed, which 
vary greatly in the quantity of their use. 


Linen is not counted before going to the laun- 
dry, but is discarded into bags which are marked 
for that division and which are used to transport 
the linen to the laundry. Operating room linen 
and diapers are included. 


The linen is counted in the laundry. The check 
of the items in the bag as made in the laundry 
serves as a requisition for returning the same 
items of linen to the division sending it: 


All linen is identified by numbers. The num- 
ber is marked on each item in several uniform 
conspicuous places. This avoids guesswork in 
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Physicians — Hospital Administrators — Graduate Nurses — Dietitians — Technicians 





Find the right man... . find the 


right woman...... 


for every thinking 


task in your hospital 


. . . for the greatest hospitals in the world are 
“manned” by the finest people. 


Each task that’s done in each day’s total, in famous 
hospitals, is done better than it need be done, done 
with sureness, completeness, done eagerly, with a 
kind of pride that’s priceless. 


Things work in those hospitals. The finer work of 
the doctors, the surgeons is supplemented by the 
finer work of dietitians, nurses, technicians and 
there isn’t a weak spot in the chain, there isn’t a 
doubt in a mind, there is an esprit de corps that 
sends each person into his task with will and ability 
to do it better than it need be done. 


For each person is fitted to his job; no misfits are 
allowed. Each one is selected because he has 
demonstrated that he (or she) can complete each 
task assigned skillfully, intelligently; can and will 
work for the good of all; pleasantly; great to get 
along with; an understanding person. 


Only people like these can make a hospital great. 
People like these do make hospitals great. 


If you will write and tell us of positions you’d like 

to fill with men and women like those we've told 

. we'll help you find them . . . the right man 

. . the right woman . . . for every task you have 

. with intent and will and ability to do them 
better than they need be done. 


The MEDICAL BUREAU 


55 E. Washington St. 
The Top Floor of the Tower of the Pittsfield Building 
CHICAGO, ILLINOIS 


November, 1938 
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sizes of item and eliminates the use of ambiguous 
terms or names for articles. Sheet No. 11 carries 
the same meaning to the laundry worker, the 
seamstress, the purchasing agent, and the nurse. 


Similar items have a root number. For example, 
sheets according to their sizes are marked, 11, 12, 
13, etc., while towels follow a series beginning 
with 31. A linen classification key identifying the 
numbers with the description of the items is 
placed in every linen closet and in the hands of 
all workers concerned with linen. 


It goes without saying that you are wondering 
how a constant standard is maintained on the 
divisions in view of transfers, borrowing, etc. We 
have regulations for controlling these problems, 
and their effectiveness may be measured only by 
the degree of persistence in supervision exercised 


in maintaining the system. The system of linen. 


control being described is not free of the human 
element. 


The bags into which the linen is discarded on 
the wards play a very important part in the sort- 
ing and handling of the linen both in the hospital 
and in the laundry. As has already been stated 
bags are marked for the various hospital divi- 
sions, including living quarters, dietary depart- 
ment, etc., so that the laundry workers may iden- 
tify the bag with the division sending it. 


The bags are large, carrying from 25 to 35 
pounds of dry linen. They are closed by a heavy 
pull cord about 14 inch in diameter. On the wards 
they are suspended from the usual type of laun- 
dry hamper and are placed at convenient points 
in the hospital buildings where linen is used. 


The color of the bag, or special markings on 
it, indicate the kind of linen to be discarded into 
it. A brief description of the bags will demon- 
strate their use. 


A white canvas bag is used for discarding all 
general linen not grossly contaminated or soiled. 


A white canvas bag with a five inch red stripe 


<i 


stitched around its center is for badly soiled linen, 
such as operating room linen. : 


A wide blue and white striped bag is provided 


for contaminated linen from the infectious and 


contagious units of the hospital. 


A dark blue bag made to fit a special hamper 
with a lid is used for-diapers. Diapers are re- 
moved from the patients and placed in the laun- 
dry bag without further handling before the 
washing process begins in the laundry. 


All the laundry bags, except the one used for 
uncontaminated linen, contain an inner coarse 
mesh bag. This is necessary because these items 
all have a preliminary washing in these mesh bags 
before they are handled by the laundry workers. 
The purpose of this preliminary bath is to re- 
move all stains from blood, drainage, etc., as well 
as to disinfect the linen. The bath consists of 
a potash solution. It is used as follows: 

To approximately 300 pounds of linen 
1% pounds of potash 
7 inches of water 100 degrees Fahrenheit in the 
washing machine 


Wash for 5 minutes 
Run clear water over the linen until the rinse is clear 


Greater heat is used for disinfecting linen. 
When washing colored linen, or linen stained as 
well as infected, lysol is added instead of more 
heat in order to avoid fading and permanent 
stains. 


Linen inventories are taken about three or four 
times a year in order to check on the standards. 


Linen is mended in the laundry. 


Worn out items are discarded by the laundry 
manager and replacements automatically made. 


Practically, the system has many virtues. For 
example, we believe it involves a minimum 
amount of handling of linen. However, as in all 
systems of linen control, diligent supervision is 
necessary in order to promote economy and effi- 
ciency in its use. 
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Coming Meetings 


Connecticut Hospital Association, November 

Colorado Hospital Association, Denver, Novem- 
ber 9-10 

Association of Western Hospitals, 
Washington, February 20-23, 1939 


New England Hospital Association, Boston, 
March 9-11, 1939 


Southeastern Hospital Conference, Jacksonville, 
Florida, April 13-15, 1939 


Seattle, 


118 


Carolinas-Virginia Hospital Conference, Roan- 
oke, Virginia, April 20-22, 1939 

Texas State Hospital Association, Fort Worth, 
April 21-22, 1939 

Iowa Hospital Association, Cedar Rapids, April 
24-26, 1939 

Hospital Association of Pennsylvania, Philadel- 
phia, Pennsylvania, April 26-28, 1939 

Association of New York State, New York City, 
May 17-19, 1939 
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| The Automatic Accuracy 


of this 





LAUNDERING 


EQUIPMENT 


will keep your Costs Down 


The unpredictable factor in every laundering 
operation is the human factor. It can be depended 
upon to vary, yes. But how much? And when? And 
where? Inability to control the human variability 
keeps costs fluctuating. It causes damage to fabrics; 
results in grimy or highly alkaline, and therefore 
thoroughly unsuitable linens. Usually it isn’t faulty 
judgment nearly so often as it is just plain careless- 
ness that causes the trouble. 


That's why Prosperity Precision Laundering Equip- 
ment compensates for this lack of human dependa- 
bility by making the important operations entirely 
independent of human control. The Prosperity Forma- 
trol Cycle Timer, for instance, completely times and 
operates the washing cycle. The operator can devote 
his time to other duties except as signaled for by the 
Formatrol. A plate-glass door in the washer enables 
him to see at a glance the entire washing action. 


This and other features of Prosperity Precision Laundering will 
save you money and improve the accuracy of your laundry result. 
Mail the coupon and one of our specially trained field men will 
call to explain the process in detail—absolutely without cost or 
obligation to you. 


Copyright 1938 by G. A. Braun, Inc. 
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612 N. MICHIGAN AVE. 
CHICAGO, ILLINOIS 


Midwestern Distributor 


OF PROSPERITY EQUIPMENT 


.. Hospital [EERO LPS Star ee Bae 




















Wearing apparel unit consisting of one Prosperity 
Model 454 PC for handling the skirts and large areas 
of uniforms and aprons; and two rapid-action Pony 
Models 219 PO for finishing yokes, shoulders, collars, 
caps, etc. 


Formatrol, the mechanical mind, takes all the guesswork and 
human variability out of operating the Prosperity End-Door 
Washer. 





No output is too small or too large for the Prosperity Flat- 
Work Ironer. The output of the ironer is determined solely by 
the number of rolls in the machine, and these may be varied 
according to the volume required. This is an Addition type of 
ironer on which rolls can be added as volume increases. 


G. A. Braun, Inc. 
612 N. Michigan Ave. 
Chicago, Ill. 


Without cost or obligation to me, please have one of your | 
field men call and explain the advantages of precision 
laundering. l 








City. ae is eset sicteineinis 















Modern Dishwashing 


ELIZABETH WILSON ATKERSON 


respiratory organisms being transmitted 

by indirect contact to the guests and per- 
sonnel in your institution? Reports have been 
made concerning the transmission of various 
organisms through eating utensils, and perhaps 
some of you have watched a cold spread among 
the group in a dining room. Respiratory and in- 
testinal groups, tubercle bacillus or pneumococcus 
may be found on improperly washed dishes with 
the utensil serving as the platinum loop in trans- 
ferring the culture. There is a great variable in 
the maximum allowable count of organisms per 
utensil surface and in the technique for the bac- 
teriological examination of dishes.' A study of 
dishes which were wrapped in sterilized covers 
as they came out of the dishwashing machines at 
Parkland Hospital showed only gram positive 
bacilli which were saprophytes. 


A RE colds and other saliva borne infective 


Sterilization 


An act passed by the Texas State Legislature 
and approved by the Governor May 19, 1937, 
reads in part: “Section 2. Sterilization of dishes, 
receptacles, or utensils. No person, firm, corpora- 
tion, or association operating, managing or con- 
ducting any hotel, cafe, restaurant, dining car, 
drug store, soda water fountain, meat market, 
confectionery, or liquor dispensary or bakery, or 
any other establishment where food or drink of 
any kind is served, or permitted to be served to 
the public, shall furnish to any person any dish, 
receptacle, or utensil used in eating, drinking, or 
conveying food if such dish, receptacle, or utensil 
has not been (a) cleaned by washing in clean 
warm soap or alkaline solution until all visible 
grease and/or solid matter has been removed, and 
rinsed in clean water, and (b) sterilized by (1) 
heat, or (2) boiling in water for not less than 
two minutes, or (3) soaking in chlorine solution 
of a strength of not less than one hundred (100) 
parts per million for not less than five (5) min- 
utes, subsequent to any use.” It is considered that 
even in the case of roadside stands hot water may 
be obtained through the use of gasoline or kero- 
sene stoves which may be placed under the wash 
and rinse vats.’ 


Where chlorine treatment is permitted, three 
~ Presented at the American Hospital Association Convention, 
Dallas, Texas, September 26, 1938. 
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compartment vats should be required perhaps, 
the first compartment to be used for washing, the 
second for plain rinsing, and the third for chlo- 
rine immersion. This will prevent the excessive 
consumption of chlorine by organic matter car- 
ried over from the washing compartment. One 
chemist has advised us that “free chlorine in 
amounts sufficient to kill the pathogenic organ- 
isms, will corrode metal parts of sink and dish- 
washing machine more rapidly than the ordinary 
caustic washing powders. However, the effect on 
the metals washed will probably be negligible. A 
solution containing two per cent or more of free 
chlorine is considered sufficient to kill the patho- 
genic organisms, even in large amounts of organic 
matter.’’* 


It is not enough that the dishes should be free 
of visible food or powder deposits with a clear 
and polished glaze. Film is not only unsightly, 
but bacteria may be imbedded in this same film. 
Glasses which have dried after they contained 
milk, retain a film unless they or scoured or 
soaked or some other special means is used to 
remove this other than the usual run through the 
dishwashing process. Film formation is also 
caused by insoluble salts and soaps, Schwartz 
and Gilmore report that the sodium hexa meta- 
phosphate used in a mechanical machine left 
fewer organisms on the dish surfaces than those 
processed with trisodium phosphate or issue 
washing soda.’ 


Effectiveness of dishwashing by hand would 
depend on the removal of all possible soil by 
scouring, frequent change of water, temperature 
of water, careful rinsing and type of “steriliza- 
tion” used. If dishes are submerged in boiling 
water, there should be an overflow drain near the 
surface of the water, or soil and bacteria of the 
grease that would collect on the surface of the 
water, whether hot or whether it contained chlo- 





*Dr. E. P. Schoch, Director of Bureau of Industrial Chemistry, 
University of Texas, Austin, Texas, 
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IT ELIMINATED 
GUESSWORK 
FOR ME! 













“My convenient C.P.P. Hos- 
pital Soap Chart helps me 
select the correct soap for 
every cleaning job quickly 
... easily. And it increases 
cleaning efficiency, too.” 
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IT SIMPLIFIED 
ALL OUR 
CLEANING JOBS! 


“My inventory includes only 
six types of soap, now that I 
use the clear, simple C.P.P. 
HospitalSoapChart. Itshows 
methevery best soap for each 
cleaning job.” 




























COLGATE-PALMOLIVE-PEET CO. 


Industrial Dept., Jersey City, N. J. 





November, 1938 





IT CUT MY SOAP 
AND LABOR COSTS 
ALMOST IN HALF! 





“I made big savings in my 
maintenance budget with the 
C. P. P. Soap Chart. Now, 
cleaning economy is easy 
since I’ve eliminated ‘spe- 
cial’ cleaning preparations.” 








Get your free copy of this accurate 
soap chart today. It’s your guide 
to better, less costly cleaning 


SK your C.P.P. representative for a Hospital Soap Chart..; 
A also the supplementary booklet, “Hospital Cleanliness,” 
that contains valuable information on the latest cleaning 
methods. Or, write us for your free copies. 

Colgate-Palmolive-Peet has the right soap to fit your every 
cleaning need...a full line of soaps that will give cleaner work 
at less cost. And remember, you can do more laundry work... 
clean more surfaces better... with C. P. P. Soaps than with so- 
called “bargain” soaps. 

Your Colgate-Palmolive-Peet representative will gladly 
give you full information on these better soaps. ' 
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xine or some other preparation, would be rede- 
posited on the surface of the utensil as it is 
brought out of the water. Of course if a mechan- 
ical machine can be purchased these attempts at 
cleanliness should be passed on. 


Dishwashing is necessary to disinfect and to 
clean. The human hand cannot stand the tem- 
perature necessary to provide clean sanitary 
dishes. Dr. J. G. Cumming reports that by labora- 
tory procedures it was shown that 99 per cent of 
the organisms were removed by machine washing 
while 78 per cent were removed by hand wash- 
ing.* 


The Dishwashing Machine 


The modern machines are similar in principle. 
The single tank type machine used for small in- 
stitutions, have an overflow drain that continually 
carries away surface film and grease. Strainer 
pans that separate the dish tray from the water 
sieve out the larger pieces of food if the dishes 
were not well scraped. Water is pumped from the 
lower or wash tank up over the dishes in the tray 
usually from both above and below. This water 
is constantly diluted with water that comes from 
the rinse spray after the wash spray is discon- 
tinued and the fresh rinse spray is turned on. The 
excess amount of water goes on out the overflow. 
Steam may or may not be mixed with this rinse 
spray. Major Cox of the U.S. Medical Corps de- 
veloped the automatically controlled intermittent 
type single tank machine following an investiga- 
tion of machine dishwashing at the Army Medical 
Center, Washington, D. C.t Appliances were added 
to a single tank machine which would regulate 
the temperature of the period of washing and 
rinsing and automatically lock the doors until the 
predetermined and set time is up. If the tem- 
perature drops, the machines automatically stop. 
The automatic thermostats may be set at any de- 
sired temperature from 120° to 190°. After they 
are set it is possible to seal these thermostats to 
prevent any changes being made. This removes 
to a greater extent than ever before the human 
element. One of the larger manufacturing com- 
panies has a machine on the market now that was 
developed from this machine they built for Major 
Cox. Automatic control on multiple tank ma- 
chines would be more complicated and require a 
number of changes and additions to the standard 
machines now on the market. It would seem ad- 
visable at least to have temperature indicators on 
the wash and rinse. Conveyor type machines have 
the time element as the trays travel through auto- 
matically, staying in the machine a given time. 
In machines that are not the conveyor type, the 
dishwasher may push in another tray whenever 
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he decides to do so, regardless of how long the last 
tray has been in. 


Dishwashing Powder 


The type of dishwashing powder is an impor- 
tant one. There are hundreds on the market with 
few differences. For economy and efficiency these 
should be issued and the dispenser frequently 
checked. The water in various places differs and 
it would be difficult for one powder to meet all 
conditions. Major Cox recommended a compound 
containing sodium hexametaphosphate in their 
machine which prevented film formation thus per- 
mitting free detergent, thermal, and film action.° 
Major Cox reported that utensils were bacteri- 
ologically clean if processed in the intermittent 
single tank machine by a 60 second wash at least 
160° F. followed by a 10 second rinse at 180° F. 
and of a multiple tank machine by a 40 second 
wash at least 165° F. followed by a 20 second 
rinse at 180° F.° Various dips for porcelain and 
china to remove coffee, tea, and other stains make 
it possible for wares to look better and stay in use 
longer. Among the cleaners the metal cleaners 
especially for coffee urns, make possible better 
flavors and cleaner utensils. The use of polish, or 
other substances containing any cyanide prepara- 
tion or other poison for the cleansing or polishing 
of food and drink utensils or containers, should 
be avoided or careful methods used for removing 
these afterwards. 


Washing Glassware 


Machines for washing glassware are various 
and complicated and usually the same type of 
powder that is used for china is used. Sometimes 
the regular dish-washing machine is devoted 
exclusively to glasses or silver. The new wire 
trays are excellent to store the glasses in after 
they are washed and do not have that damp wood 
odor of other trays and dishes are not contam- 
inated through handling. Most specialized glass 
machines have special type of brushes that usu- 
ally revolve rapidly. These take more time but 
should thoroughly scour the glass. Careful place- 
ment of all types of dishes or glasses or silver is 
most essential regardless of the method of wash- 
ing. Dishes stacked together often contain air 
pockets as well as holding even the gross particles 
of food on them. There should be a careful sorting 
and placement of dishes to save time of re-wash 
as well as insure more perfect sanitation. Glasses 
and cups should be placed in a horizontal position 
and plates, saucers, etc., in a vertical position. 
Little attention is given to cooking and accessory 
utensils or those not used as actual eating imple- 
ments. Careful washing in clean alkaline or suds 
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water with careful scouring and drying are im- 
portant as well as careful storing to prevent dust 
from collecting unless they are to be scalded be- 
fore use. A too frequent sight is water dripping 
from the overhanging utensils on the pot rack 
into the hot or cold food being prepared on the 
cook table below. The placement of a pot on too 
hot a stove causes a warping or an inward or 
outward bulge. The corners resulting from this 
are difficult to clean and the pan wears out more 
quickly because of a reduced bottom surface. 
Heat is less effectively spread on this irregular 
bottom. 


Cleansing Silver 


A silver burnishing machine is effective and a 
necessity if the budget allows, but even the more 
costly machines will not remove the stain from 
the tines of the fork and from other difficult 
places. The electrolysis method that involves hot 
water, aluminum, and an alkali is still used and 
perhaps does not wear down the silver more than 
some of the more expensive polishes if these can- 
not be afforded. The type of polish solution in 
which the article is immersed seems to have 
gained favor as this method saves time and en- 
ergy and many of these solutions are effective 
although we must still beware of those that wear 
off too much silver. 


All cloths used by waiters, chefs, and other em- 
ployees, should be clean. Cloths which are used 
for drying or wiping food or drink utensils or 
containers should be used for no other purpose. 


The usual machine does not care for patient 
and cafeteria trays. The belt type would care for 
these but would be much too slow. But certainly 
these should be carefully washed and sterilized in 
some way each time they are used to prevent dis- 
eases from passing from hand to hand or other- 
wise. 


The installation of modern dishwashing equip- 
ment will insure the same high standard of effi- 
ciency in the dishwashing pantry as in other de- 
partments. It will help maintain a high degree of 
cleanliness, decrease chipping and marking, and 
provide a more appetizing foundation for good 
food. 


A Dishwashing Machine for Every Need 


There is a dishwashing machine for every need, 
from the smallest diet kitchen or fountain to the 
largest unit where thousands are served. Single 
tank hand. fed or semi-automatic machines with 
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doors range in price from $250.00 to $750.00 ac- 


- cording to the quotations of the various manu- 


facturers printed March, 1938. The curtain type 
—manually fed machine varies in price from 
$600.00 in the one tank to $2,000.00 in the two 
tank. Automatic machines which deposit the tray 
of clean dishes without manual help range in 
price from $1,000.00 to $1,600.00 for the single 
tank and $1,600.00 to $2,500.00 for the two tank 
Belt type machines or those which continuously 
convey dishes without racks and with or without 
pegs, range from $2,000.00 to $3,800.00. These 
are probably slower than the machines that use 
racks and necessitate much handling and sorting 
after the wash process rather than before. 


Stainless steel is being used more and more 
because it is harder, more durable and easier to 
keep clean. Copper is being used less because it 
is softer, dents easily, and tarnishes easily. Gal- 
vanized tanks are not recommended as an econ- 
omy because they rust and have shorter life ex- 
pectancy. Steam is the best medium of heat in a 
machine because it is cleaner, less expensive, and 
more efficient. However, electric and gas burner 
appliances are available. The average life ex- 
pectancy for machines made of galvanized iron is 
from 5 to 7 years; copper, 9 years; stainless steel, 
12 to 14 years. 


In this report we would recommend a mechan- 
ical machine for even the smallest institution and 
certainly a multiple tank machine for the larger 
place as essential to sanitation as well as the 
appearance of the dishes. Steam sterilizers, of 
course, are used for all dishes from persons with 
contagious diseases. 
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That Popular Exhibit 
AT THE A.H.A. CONVENTION 


It was a pleasure to renew our personal acquaintance- 
ship with so many of you at the A.H.A. Convention 
at Dallas. 


We deeply appreciate the many favorable comments 
received on our De Puy Appliances, and are happy to 
know that we are definitely contributing to the per- 
fection of splint technique. 


We cordially invite you to consult us in regard to any 
problem in your fracture department. Please write 


for complete information on De Puy Products. 


HAP 


De Puy Mfg. Co., Warsaw, Ind. 


H-11-38 


New Institutional Members 


Alabama 
| ee ee ee eer Enterprise 
ree ere er Mobile 
Arkansas 
Conway Memorial Hospital 
(Faulkner County Hospital)......... Conway 
California 
Salvation Army Women’s Home and 
DED... cctvrbscce bane rcad omen nee Oakland 
PEP CCE Tee eT eT Selma 
Georgia 
Bulloch County Hospital............ Statesboro 
a a ree Dublin 
Idaho 
Salvation Army Maternity Home and 
IR? 5x5 Le ee ood Seeds cheers Boise 
Illinois 
Col TP OE ioc ask 6 or oce ce Decatur 
Indiana 
Jasper County Hospital............. Rensselaer 
Schneck Memorial Hospital........... Seymour 
Kansas 
Po I ee ere Atchison 
Kentucky 
Pattie A. Clay Infirmary............ Richmond 
Louisville Community Hospital Service. Louisville 
ae Pikeville 
Michigan 
SE cu cwesvecvenkena wand Monroe 
Northern Michigan Tuberculosis 
I rs hooey eee cae Gaylord 
eg a rarer Detroit 
Minnesota 
Nopeming Sanatorium .............. Nopeming 
Missouri 
Bt, Blears Miewitel... 66.66 sec cid Kansas City 
Nebraska 
rere ra Seward 


New Jersey 
Camden County Hospital for Mental Diseases 


eer eee eee Lakeland, Grenloch P.O. 
Fitkin Memorial Hospital............. Neptune 
Greenville Hospital ............... Jersey City 
Roosevelt Hospital ................. Metuchen 


New Mexico 
Southwestern Presbyterian Sanatorium...... 


ETT ETT ee CT eT eT TCT Albuquerque 
New York 

Bath Memorial Hospital................. Bath 
PEND: heaved ceKercavdnantode Salamanca 
DeGraff Memorial Hospital. ..North Tonawanda 
CE HE Sh Siosc see sieccauaen New York 
Mount Vernon Hospital.......... Mount Vernon 
John F. Myers Hoepital....:... 20.66.64. Sodus 
Our Lady of Lourdes Memorial Hospital... . 

CROMER RENCE Cee EERE Binghamton 


St. Joseph Hospital... 0a. .c. es Far Rockaway 
North Dakota 
Jamestown Hospital ............... Jamestown 
North Dakota State Hospital for Insane..... 
Ty ee re eT eT ee ere Jamestown 
St. Andrew’s Hospital .............. Bottineau 
St. Joseph’s Hospital ..........0.00. Dickinson 
St. Michael’s Hospital ........... Grand Forks 
Oklahoma 
Ponea City THoopttal. occ 6s ccc eas Ponca City 
Shawnee Municipal Hospital.......... Shawnee 
Western Oklahoma Charity Hospital....Clinton 
Oregon 
Mid-Columbia Hospital ............. The Dalles 
Pennsylvania 
Hospital Service Association of Pittsburgh... 
EE er pra eee Beer Pittsburgh 
Titwevitie THeeetel w.. 5 5s ok vn Ks wowes Titusville 
Rhode Island 
State Hospital for Mental Diseases..... Howard 
South Dakota 
McKennan Hospital .. 2.2.0.0 .0005 Sioux Falls 
Texas 
S. B. Allen Memorial Hospital......... Bonham 
Dr. E. P. Becton’s Hospital.......... Greenville 
iy TR oo hse icin daca Brady 
Hillcrest Memorial Hospital.............. Waco 
Houston Tuberculosis Hospital......... Houston 
Kleberg County Hospital............ Kingsville 
Frances Ann Lutcher Hospital.......... Orange 
ae | Austin 
St. Joseph’s Hospital .........0... Fort Worth 
Valley Baptist Hospital.............. Harlingen 
Utah 
Uteh Stabe Bowpital. «i. ..s cnc. cececces Provo 
Virginia 
Covington General Hospital.......... Covington 
Washington 
Cowlitz General Hospital............ Longview 
St. Anthony’s Hospital ............. Wenatchee 
St. Elizabeth’s Hospital .............. Yakima 
Salvation Army Women’s Home and 
DE S:d:aA dita eedrecneewased Spokane 
Wisconsin 
Richland Hospital ............ Richland Center 
Two Rivers Municipal Hospital..... Two Rivers 
Wyoming 
MeTeowry Thowpitel .... 26 cece Slee ces Gillette 


New Personal Members 


California 
Merrill, A. P., M.D., asst. supt., San Francisco 
Hospital, San Francisco 
Connecticut 
Anna, Sister, supt., St. Vincent’s Hospital, Bridge- 
port 
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Add Seat to Every Tray with the Tonic 
of this NEW Beauty — 





Many beautiful 
Shadowtone_ designs 

available in one or more colors 
. on both Econo-Rim or Rolled- 
Edge ware. Ask your supply house; or write 


For free colored folder No. H-11 


SHACDOWTON 


Gay interest . . . surprising beauty ._.. that will cheer your patients’ spirits . . . and 







whet their appetites. « » Shadowtone is an entirely different decoration. It offers all 
the extra value of a costly-looking “full” decoration at no increase in price. « » The 
soft, rich colors are under the glaze on a true china body —a dense, hard ware that 
insures lasting beauty, durability and surgical cleanness. It positively will not craze, 

. will not absorb . . . and is highly resistant to chipping and breaking. Thus it really 


costs you less per year. 


SYRACUSE CHINA 


ONONDAGA POTTERY CO. SYRACUSE, N. Y. 


551 Firrn Avenue, New York City 58 E. Wasuincton Street, Cuicaco 
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Florida 
Bowen, R. G., bus. mgr., Florida Sanitarium and 
Hospital, Orlando 
Martin, Richard L., supt., Mound Park Hospital, 
St. Petersburg 
Georgia 
Ridley, C. L., M.D., supt., Macon Hospital, Macon 
Theresa, Sister Mary, R.N., supt. St. Joseph’s 
Hospital, Savannah 
Van Greene, G., Jr., Gover-Teem Clinic, Marietta 
Illinois 
Abrams, Welby E., bus. mgr., Carle Memorial 
Hospital, Urbana 
Nelson, Ole C., M.D., asst. warden, Cook County 
Hospital, Chicago 
Peck, George, personnel dir., Michael Reese Hos- 
pital, Chicago 
Iowa 
Hansen, S., supt., The Irish Hospital, Forest City 
Stadheim, Alpha, supt., Sheldon Good Samaritan 
Hospital, Sheldon 
Kansas 
Shinn, Cora M., R.N., admin., Hays Protestant 
Hospital, Hays 
Kentucky 
Youtsey, Sol, Speers Memorial Hospital, Dayton 
Louisiana 
Herold, Arthur A., M.D., pres., North Louisiana 
Sanitarium, Shreveport 
Jenkins, Harry, M.D., Eunice Clinic and Hospital, 
Eunice 
Scott, Richard C., M.D., med. dir., Lecompte Sani- 
tarium, Lecompte 
Tarpley, Louise, R.N., supt. nrs., Ruston-Lincoln 
Sanitarium, Ruston 
Zoe, Sister, R.N., chief nurse, U. S. Marine Hos- 
pital, Carville 
Missouri 
Gresham, Mrs. Alice, supt., Rose Bry Miriam 
Convalescent Home, Webster Groves 
Kraleman, Corinne, secy., Evangelical Deaconess 
Home and Hospital, St. Louis 
Pudleiner, Harold G., M.D., supt., Canton Com- 
munity Hospital, Canton 
Signorelli, A. J., M.D., med. dir., Faith Hospital, 


St. Louis 
New Hampshire 


MacDougall, Anne, R.N., supt., Nashua Memorial 
Hospital, Nashua 
St. Flore, Sister, R.N., supt., Notre Dame de 
Lourdes Hospital, Manchester 
New Jersey 
Guenther, Catherine, R.N., supt., Newark Memo- 
rial Hospital, Newark 
Yeager, Mrs. Florence J., chief clerk, Cooper Hos- 
pital, Camden 
New York 
Angelica, Sister, R.N., supt., Our Lady of Lourdes 
Memorial Hospital, Binghamton 
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Hahn, Maxwell, dir. public educ., United Hospital 
Fund of New York, New York 


' Prager, Jacob, M.D., asst. dir., Jewish Hospital, 


Brooklyn 
Wood, Ernest H., asst. supt., Trudeau Sanato- 
rium, Trudeau 


Oklahoma 
Speed, H. K., Jr., M.D., supt., Western Oklahoma 
Charity Hospital, Clinton 


Pennsylvania 
Boston, Frank E., M.D., med. dir. and supt., Elm 
Terrace Hospital, Lansdale 
Heatley, Gertrude L., R.N., supt., South Side Hos- 
pital, Pittsburgh 
McCrossin, Thompson D., purch. agt., Presby- 
terian Hospital, Pittsburgh 


Texas 
Brown, L. M., M.D., supt., Galveston State 
Psychopathic Hospital, Galveston 
Childress, Captain W. A., mgr., Hermann Hos- 
pital Estate, Houston 
Wheeler, M. S., M.D., supt., Rusk State Hospi- 
tal, Rusk 
Virginia 
Piper, Charlotte S., supt., Fauquier County Hos- 
pital, Warrenton 


Washington 

Doughty, J. W., M.D., med. supt., Northern State 
Hospital, Sedro Woolley 

Fidelis, Sister M., superior, St. Anthony’s Hospi- 
tal, Wenatchee 

Gaasland, Bergit Lee, supt., St. Luke’s Hospital, 
Bellingham 

Goff, B. H., Maynard Hospital, Seattle 

Henrietta, Sister, R.N., supt., St. Ignatius Hos- 
pital, Colfax 

Peter Francis, Sister, St. Peter’s Hospital, Olym- 
pia 

Ruth, Sister M., R.N., supt., St. Joseph’s Hospital, 
Aberdeen 

Smith, Mrs. Margaret, supt., Shelton General 
Hospital, Shelton 

Venant, Sister Mary, supt., St. John’s Hospital, 
Port Townsend 


Canada 

Mackenzie, John C., M.D., gen. supt., The Mon- 
treal General Hospital, Montreal, P.Q. 

McIntyre, Dougald, M.D., med. supt., Municipal 
Hospitals, Winnipeg, Man. 

Robertson, Donald M., M.D., supt., Ottawa Civic 
Hospital, Ottawa, Ont. 

Walker, T. W., M.B., supt., Royal Jubilee Hos- 
pital, Victoria, B.C. 


Puerto Rico 
Mugrage, R. M., M.D., med. dir., Ryder Memorial 
Hospital, Humacao 
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To bring Seamless Standard Gloves to 
their present state of perfection we have 
worked hand in glove with the medical 
profession and hospital executives—con- 
stantly seeking better materials, installing 
better equipment, experimenting and re- 
fining. Result: a glove that’s tissue-thin, 
anatomically molded, uniform from wrist 
to finger tip . . . a glove that fits like a 
second skin, responds to every move- 
ment, gives the wearer that barehanded 
feeling every moment. The closest thing to 
a ‘‘gloveless glove” it’s possible to make, 
yet far stronger than a surgeon’s glove 
ever need be. 

Thousands of buyers regard Seamless 
Standard Gloves as standard for all sur- 
geons’ gloves . . . will accept no other 
kind. The next time you order gloves, 
specify Seamless Standard—standard in 
name... standard in fact. 


oF 
ee U4, 
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seamiess 
Standard suRGEONS’ GLOVES 


Made by The Seamless Rubber Co., New Haven, Conn. 


BROWN LATEX - WHITE LATEX + BROWN MILLED (Banded Wrist) 
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Something New 








“WATCH THE BALL OF PROGRESS AS IT ROLLS” 








“Curiosity is the glistening pick of the intellect breaking the rocks of dumb matter.” 


Hospital 


people know that curiosity is the mainspring of scientific research. Intellectually curious men and 
women are the progressive ones. Perhaps that is why you see so many hospital executives at the 
exhibits of the American Hospital Association Conventions. The nature of a hospital executive’s work 
creates a curiosity habit of mind—to see and to know what is new—to be informed. The array of new 
things seen at the Dallas exhibits for use in hospitals stimulates the imagination to visualize higher 


individual achievements. 


No Doubt This 
Is the Answer 


Announced last month in the 
advertising columns of HOS- 
PITALS was a new aid in the 
treatment of respiratory diseases manufactured 
by Mayflower-Lewis Corporation of Saint Paul, 
Minnesota. From the description and what we 
have heard about it, this new humidifier-inhalator 
ought to solve a problem in a great many hos- 
pitals. The features, scientifically produced, offer 
a net result of great convenience to the nurses 
attending such patients. It works automatically 
and apparently with perfect safety. The reser- 
voir for water is so constructed only part of the 
contents is actively evaporated at a time—an au- 
tomatic switch shuts off if the water supply runs 
out. They offer to place this apparatus on trial 
without cost. 


eommtiiidieienes 
Heightened This matter of arriving at accuracy 
Attention when taking a basal metabolism 

has been solved in a most simple 
and yet dramatic manner by the Jones 


Metabolism Equipment Company, 315 South 
Honore Street, Chicago. One of their recent cir- 
culars makes a claim of ninety-nine per cent ac- 
curacy. There is a simplified procedure for the 
patient. The apparatus makes its own recording 
and the operator makes all calculations on an in- 
genious slide rule. They claim no repair expense 
and offer a life guarantee of their product. 
—_—_—~>_——_ : 
The Use of Color Color in hospitals is having 
in Chinaware wider and wider application. 
It has had the study of ex- 
perts for a number of years and its application in 
interior decoration throughout the entire institu- 
tion has been an outstanding development in all 
types of institutions. Therefore, when Onondaga 
Pottery Company of Syracuse, New York, an- 
nounces the introduction of a new line of ware 
called Vitritone there is bound to be a responsive 
interest. Chinaware in color requires expert study. 
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It is recognized that wrong tones can affect the 
appearance of different kinds of foods. The ap- 
plication of color in hospital dietary service, there- 
fore must be approached with a knowledge of 
facts. According to the description sent out by 
Onondaga they have created a novel color indi- 
cator that demonstrates that they know their sub- 
ject. Not only are the tones offered of beautiful 
hue, and of course in good taste, but the ware is 
guaranteed not to craze or develop ugly stains 
from foods. If you are buying new chinaware you 
and your dietitian will certainly want to know 
all about this new Vitritone line. 
siecllinatiacinis 


The New Invalift Both One of the useful 
Lifts and Transports Patients pieces of equip- 

ment exhibited at 
the Dallas Convention, which attracted the inter- 
est of hospital people, was the new Invalift. It 
easily lifts and transports the heaviest patient 
without the slightest strain, twist, or pull from all 
standard hospital beds, tables, and carts, and 
is manufactured by the hospital Equipment Divi- 
sion of the Diebold Safe & Lock Company of 
Canton, Ohio. 

Developed in a modern hospital the Invalift 
quickly became standard practice for moving sur- 
gical, x-ray, physical-therapy, obstetric, fracture, 
and emergency cases of all types. It handles all 
patients easily, safely and rapidly. Six canvas 
bands are inserted under the patient and hooked 
to the lifting frame to conform with the contours 
of the body. A few easy turns of the handle gently 
lifts the patient to the height desired. 

The Invalift lifts patients for all purposes. It 
makes it possible to take patients, otherwise too 
ill to move, to the x-ray room instead of relying 
on make-shift attempts to take x-ray pictures on 
the hospital bed. Large wheels make it easy to 
move patients from room to room or, on elevators, 
from floor to floor. 
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i W hat is the Cost 
‘I of Your Iron Therapy ? 
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) COMPARATIVE COSTS of ROUTINE IRON THERAPY in HOSPITALS 
(Cote ih opie) a 
(Comeelospala) eee 
(copa leds pc) ee aR 
Commtogaky aii ii 
(cope Heo bape) A 
(olton wade at pte) CA 
— ANA 
—e AN 

The chart above indicates the comparative cost of the 

— lesa commonly used in hospitals 

FEOSOL ce sau pr eo wat 
PME Se 

and your medical staff will tell you that ferrous sulfate 

? Each Feo ra blet is the most effective and convenient treatment in 

pe gi ania stad ee chi slate, iron-deficiency anemias. 
“neene — Effectiveness plus economy— At your next staff meet- 
disintegration. ing why not propose Feosol Tablets as the routine 

iron therapy for YOUR hospital ? 

SMITH, KLINE & FRENCH LABORATORIES + + PHILADELPHIA, PA. 
Established 1841 








The Hospital Book Shelf 


A. M. A. Interns’ Manual. Council on Medical 
Education and Hospitals, and Council on Phar- 
macy and Chemistry of the American Medical 
Association. The American Medical Association, 
Chicago, 1938. Sixty cents. 


This convenient pocket size manual is prepared 
to assist the prospective intern in his choice of a 
hospital, and as a daily Vade Mecum for use dur- 
ing his service. 


Part I discusses what the hospital expects of 
the intern, what the intern may expect from the 
hospital, the choice of an internship, credits for 
intern service and its influence on the future med- 
ical career. 


The responsibility of the staff for the instruc- 
tion of interns includes: 

Allowance of sufficient time at rounds to check 
the intern’s work and to instruct them in con- 
nection with their patients, giving special atten- 
tion to dangerously ill patients. 

At least a weekly clinico-pathologic conference, 
x-ray, or other special lecture or clinic for in- 
terns. 

Encouragement of outside reading in connec- 
tion with their patients or on assigned articles 
for study and report. 

Parts II to VII are devoted to clinical and lab- 
oratory data, drug administration, materia 
medica, acute poisoning, diet and nutrition, and 
physical therapy; each containing valuable tables 
of measure, values and dosages relative to the 
special topic. 

The Manual does not in any sense attempt to 
replace but rather to supplement the usual hos- 
pital intern rule or precedent book or hospital 
formulary, and is entirely devoid of any admin- 
istrative or other matter which could in any way 
be construed as interference with the hospital’s 
management of its intern service. 

Hospitals would do well to place this manual in 
the hands of every incoming intern. 


a 


SOCIAL Customs, The Art of Gracious Manners. 
Theodosia Crosse. J. B. Lippincott Company. 
1938. $2.50. 


This author recognizes the need for the social 
as well as the professional training of the nurse. 
Familiarity with the social amenities may do 
much to help or hinder the professional nurse 
as the general public, ignorant of professional 
procedures, is quite likely to base its judgment 
on the social behavior on which it believes itself 
to be a competent arbiter. 
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THE CHILD IN NURSING. Gladys Sellew, Ph.D., 
B.S., R.N. W. B. Saunders Company. 1938. 
$2.50. 


In reality this is a fourth edition of the au- 
thor’s long accepted “Pediatric Nursing” revised 
and brought up-to-date with the latest ideas in 
the clinical and psychological management of 
children—sick or well. 

The author’s rich experience as a teacher of 
pediatric nursing enables her to present her sub- 
ject not only on sound clinical principles, but in 
a form particularly well adapted for use as a 


nursing text. 
—_<__—_ 


THE AMERICAN POCKET MEDICAL DICTIONARY. 
W. A. Newman Dorland, A.M., M.D. Sixteenth 
Edition Revised. W. B. Saunders Company, 
Philadelphia. 1938. Flexible, plain, $2.00. 
Thumb indexed, $2.50. 


The fact that this is the sixteenth edition since 
the first appearance of this handy volume forty 
years ago, is sufficient evidence of the regard in 
which it is held by the medical and nursing pro- 
fessions. 

Like previous editions, the present one has 
been thoroughly revised to include new words and 
data on new drugs which advances in medical 


science have made necessary. 
a 


NURSING HISTORY IN BRIEF. Minnie Goodnow, 
R.N. W. B. Saunders Company. 1938. $2.00. 
This text is not just another book on nursing 

history but is definitely arranged and written for 

use in the more or less standard fifteen-hour 
course, and in conformity with the objectives for 
this subject as outlined in the Curriculum Guide. 

Lists of important dates, chapter summaries, 
and review questions are all designed to assist the 
instructor as well as the student in a comprehen- 
sive view of the History of Nursing. 

seskedlallallitiaiiain 

HISTORY OF NURSING NOTEBOOK. Elizabeth Jamie- 
son, A.B., R.N., and Mary Sewall, B.S., R.N. 
J. B. Lippincott Company. 1937. 

The loose leaf arrangement of this text suits 
it admirably to the students’ use. Sheets are of 
standard 814x11 notebook size, punched for either 
two-ring or three-ring binder, and furnished with 
tabbed guides, according to periods in the devel- 
opment of nursing. Each guide carries a synopsis 
of the history of the period treated and references 
to both books and periodicals. 

As presented the sheets are essentially guides 
for the student to use in inserting her own notes 
according to the period to which they pertain. 
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that has been made by 


Hospital Superintendents, 
Physicians and Nurses has 
resulted in enthusiastic 





we MAYFLOWER HUMIDIFIER-INHALATOR 


... the New Aid in Lhe Sheaiment of Respiratory Diseases 


THE BUSY SEASON IS HERE 


The load on your nursing staff will soon be at 
its peak. There is no time available for nurses 
to attend to details that can be taken care of 
automatically and safely. 


Call Your Surgical Supply 
Dealer Today 


He will gladly arrange for you to try this new 
aid in the treatment of respiratory diseases, 
this time and work saver, without cost or obli- 
gation ... or write us for complete details and 
we'll promptly arrange for a free trial. 


UNIT COMPLETE SF 99; 


with Medicament Cup LIST 


CHROME STEEL FLEXIBLE INHALATOR 
TUBE with Bakelite Tip $5.00 List—EXTRA 


Before this new scientific apparatus was offered to the profession, numerous 
tests were made in hospitals, medical schools and by individual physicians. 
The result of each test made was their ~nthusiastic approval. 


Hospital Superintendents were particulcrly interested because it performs the 
dual duties for which it is intended, automatically and safely without care or 
attention and saves nurses’ time and work . . . and countless steps required 
to fill and refill make-shift devices such as tea-kettles or pans of water over 
open flame or hot plates. 


The element of danger to patients from over-heating and scalding is entirely 
eliminated. 


You Simply Fill It, Plug It In. . . and Forget It 


It scientifically and silently supplies added humidity when and where you want 
it and, as an inhalator, it administers the beneficial vapor of tincture of benzoin 
or other prescribed medicament. 


You'll Like Its Appearance of ‘Surgical Cleanliness’’ 


Styled in the modern motif, with its immaculate easy-to-keep-clean, baked- 
enamel cream finish with complementing chrome and black trim, it harmonizes 
with the furnishings of the most modern hospital. There is no fan or motor to 
cause trouble, become noisy or require oiling . . . nothing to get out of order. 
It is small in size, light in weight and easily carried from one room to another. 
There is no glass bottle to tip over or to remove for filling . . . no possibility 
of damage or breakage that will render the unit useless until repaired or 
replaced. 


MAYFLOWER-LEWIS CORPORATION 


PIONEER MANUFACTURERS OF AIR-CONDITIONING EQUIPMENT 


SAINT PAUL 


November, 1938 


MINNESOTA 





133 





The guides are further signalled by color, in- 
dicating periods of progress, periods of deteriora- 
tion, and periods of war. 


This method of presenting material is at least 
novel and presents many advantages. Its prac- 
tical utility can be determined only by a “use by 


user”’ test. 
——_——<__—__ 


THE VITAMINS AND THEIR CLINICAL APPLICA- 
TION. Prof. Dr. W. Stepp, Doz. Dr. Kukman 
and Dr. H. Schroeder. Translated by Herman 
A. H. Bouman, M.D. The Vitamin Products 
Company, Milwaukee, Wisconsin. 1938. 


This monograph consolidates under one cover 
the present accepted facts concerning the nature 
and constitution of the known vitamins, their 
effects on the individual, the results of their de- 
ficiency, and their use in therapy. 


The subject matter is well arranged, the biblio- 
graphy exhaustive, and under a separate heading 
for each a synopsis of apparent function, possible 
results of deficiency, and results of absence is 
presented. 

abecandininadai 
OUTLINE OF NURSING HIsTorRyY. Minnie Goodnow, 
R.N. Sixth Edition, illustrated, revised. W. B. 
Saunders Company, Philadelphia. 1938. $3.00. 


A standard textbook for more than twenty 
years, Miss Goodnow now brings to her book the 
results of extensive observation during a world 
tour during which she studied nursing history 
and educational methods in twenty-five countries. 


The outstanding stages in the development of 
nursing are well correlated with the institutions 
and personalities of the period, and the text is 
supplemented by a large number of well chosen 
illustrations. 


The text is followed by a well chosen list of 
fifty review questions. The appendix includes a 
comprehensive discussion of registration for 
nurses and a directory of nursing organizations, 
foreign as well as American. 

dccilaiiteanitens 
INTERNSHIPS AND RESIDENCIES. Report by the 

New York Committee on the Study of Hospital 

Internships and Residencies. The Common- 

wealth Fund, New York. 1938. $2.50. 


This study covers 1,760 internships and resi- 
dencies in 77 hospitals in New York, one-sixth of 
the total such appointments available in the 
United States. 


Every effort was made to study the question 
from every viewpoint—that of the hospital, of 
the staff member, of the medical educator, and of 
the intern himself. 


Although restricted to the conditions found in 
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the New York area, the findings are believed to 
be sufficiently representative to be of value to 
any hospital or interested staff member wherever 


located. 
——>__—_—_ 


A TEXTBOOK OF ANATOMY AND PHYSIOLOGY. 
Diana Clifford Kimber, Caroline E. Gray, 
A.M., R. N., and Caroline E. Stackpole, A.M. 
Tenth Edition. The MacMillan Company. 
1938. $3.00. 


Kimbers Anatomy, with its thirty-five years of 
service, has become a tradition in training schools 
for nurses. This tenth edition is entirely worthy 
of that tradition. 

The text achieves an unusually well-balanced 
coordination of gross anatomy, general biology, 
embryology, histology, and physiology. The stu- 
dent thus is able to link structure with function 
in such a manner as to gain a thorough appre- 
ciation of what the disturbance of either may 
mean. 


The book is well illustrated, largely with orig- 
inal schematic drawings which give a clear con- 
ception of the fact they are designed to impress. 

The arrangement has been modified to fit the 
requirements of the new curriculum, and each 
chapter is followed by an exhaustive schematic 
summary which will be of especial value to teach- 
ers and for review students. 

ee 
AN INTRODUCTION TO HUMAN PHYSIOLOGY. La- 
than A. Crandall, Jr., M.D., Ph.D. Second 

Edition Revised. W. B. Saunders Company, 

Philadelphia. 1938. $2.00. 


Designed as a text for the student with college 
entrance preparation, this book defines and de- 
scribes physiological functions in easily under- 
standable language, with emphasis placed on the 
fundamental principles rather than the more 
complicated aspects of physiology. 

The present revision brings the text abreast 
with the latest accepted knowledge of physiology, 
and gives a sound basis for the teaching of 
physiology as a part of the general education of 
the student without befogging him with the more 
confusing details. 

ee eed 
A TEXTBOOK OF PATHOLOGY. Armin V. St. 

George, M.D. The MacMillan Company. Sec- 

ond Edition. 1938. 

In preparing this text especially for nurses, 
the author has very wisely adhered to a clinical 
arrangement and discussed the diseases on a clin- 
ical and physiologic basis. 

Each of the twenty-four chapters is supple- 
mented by test questions and a limited bibliog- 
raphy. 
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“Let us decide honestly what we want to 
do, and then do it with all honesty.” 
—ABRAHAM LINCOLN 


16th President of the 
United States 











UR want is to share with you a saving. 
It costs us less at Sexton’s to sell you 
Coffee. Therefore, we are able to give you 
fine quality Coffee at lower prices. Sexton 
Coffees are uniformly good because each 
pound is backed by over fifty years’ expe- 
rience as coffee merchants. Please your 
patrons with the finer Coffee which you 
may get here at no increased cost. 


GyERMAN 


COs a ate 
SOP of cosy gnoot 





Write Today for the 
Sexton Special 
Merchandise Styled to Your Needs 


JOHN SEXTON & CO. CHICAGO—BROOKLYN 
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WILL ROSS, elt rida 


Wholesale Distributors and Manufacture 
of Hospital Supplies 


3100 WEST CENTER ST . MILWAUKEE, WISCONSIN 
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News Notes 


Roy R. Anderson, assistant superintendent of 
Beth-E] Hospital, Colorado Springs, Colorado, for 
the last nine years, has been appointed superin- 
tendent of the Larimer County Hospital, Love- 
land, Colorado. 

inestaaiatiaaniiatiie 


Sister M. Angela has been named superintend- 
ent of St. Francis Hospital, Poughkeepsie, New 
York, to succeed Sister M. Modeste, who has been 
superintendent of St. Francis for the past six 
years. 

Mrs. Helen Ward Bryant of Bois, Illinois, has 
accepted the position of superintendent and anes- 
thetist at the Wewoka Hospital, Wewoka, Okla- 
homa. 

ee ene 

Sister Carmelita, formerly of Chippewa Falls, 
Wisconsin, has been named superior at St. An- 
thony’s Hospital, Effingham, Illinois, to succeed 
Sister Hermana. Sister Hermana goes to St. 
Mary’s Hospital, Decatur, Illinois, as superior, to 
replace Sister Calista, who has been appointed 
superior of Sacred Heart Hospital at Eau Claire, 
Wisconsin. 

a ae 


Dr. Thomas D. Slagle Coams has been ap- 
pointed superintendent of St. Luke’s Hospital, 
Ponce, Puerto Rico. St. Luke’s Hospital is sup- 
ported by the Episcopal Church and is an institu- 
tion of sixty-five beds. 

eee 


Ada Koebke has been appointed superinten- 
dent of nurses at West Suburban Hospital, Oak 
Park, Illinois. 

ee 

Fred C. Smith, M.D., has been appointed act- 
ing director of Grasslands Hospital, Valhalla, 
New York. Dr. Smith succeeds Dr. Arthur R. 
Bowles, whose resignation was effective Septem- 
ber 20. 

Graham F. Stephens, the son of Dr. George F. 
Stephens superintendent of the Winnipeg Gen- 
eral Hospital, Winnipeg, Manitoba, has accepted 
the position of assistant superintendent at the 
Evanston Hospital, Evanston, Illinois. Mr. Steph- 
ens is a graduate of the Hospital Administration 
Course at the University of Chicago which is 
sponsored jointly by the University and the 
American College of Hospital Administrators. 
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Arthur D. Tuttle, M.D., formerly of Waco, 
Texas, has taken over the medical directorship of 
the Weatherford General Hospital, Weatherford, 
Oklahoma. Dr. D. Gaede, founder and operator 
of the hospital for the past 30 years, has returned 
to private practice. Verah McPherson, general 
manager of the hospital for the past several 
months, will continue in the same capacity under 
the new setup. 


jcucnsallbieiionensean 


Sister Ursula, formerly of Little Rock, has been 
appointed superintendent of St. Edward’s Mercy 
Hospital, Ft. Smith, Arkansas. Sister Ursula suc- 
ceeds Sister Agnes, who has gone to Hot Springs. 


——— 


E. A. van Steenwyk has been appointed exec- 
utive director of the newly-organized Associated 
Hospital Service of Philadelphia. Since 1933 Mr. 
van Steenwyk has been director of the Minne- 
sota Hospital Service Association, which has the 
second largest enrollment of plans throughout the 
country. 


a en 


Magnolia, Arkansas—The city of Magnolia, 
Arkansas, has voted authority to issue $33,000 
in municipal bonds to supplement a PWA grant 
of $27,000 to construct a new city hospital. 

ee ae 


Washington, D. C.—Construction work on the 
new $750,000 wing at the Gallinger Memorial 
Hospital, Washington, D. C., will begin in a few 
weeks. Bids for the foundation were opened Oc- 
tober 4. Bids will soon be opened on the building 
proper. 

sihlllieaaiiae 


Chattahoochee, Florida — The Chattahoochee 
State Hospital, Chattahoochee, Florida, has re- 
cently opened its new $230,000 home for nurses. 
The home contains accommodations for 192 
nurses. 

ee ee 


Lakeland, Florida—The city commission of 
Lakeland, Florida, has approved plans for the 
building of an addition to the Morrell Memorial 
Hospital which will provide space for twenty-four 
rooms with baths. 

ciliata 
Hawkinsville, Georgia—The R. J. Taylor Me- 


morial Hospital was dedicated recently. Its con- 
struction was made possible by a gift of $150,000 
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Snowhite Full-Fold Capes are 
available in all popular lengths 
and in many combinations of 
beautiful colors. Storm collar 
as pictured above, or military 
collar as pictured at right, 
are optional on all styles. 


A Cape Your Nurses 
Would Appreciate! 


Nurses who are fortunate enough to own a 
Snowhite Full-Fold Cape consider it one of 
their most cherished possessions. 


A perfect combination of quality materials 
and masterly tailoring, Snowhite Full-Fold 
Capes give LASTING enjoyment and leave 
a grateful recollection of the Superintendent 
who guided their selection. 


We will be glad to send your hospital a sam- 
ple cape and complete information without 
obligation. 


° 

ae Garment Mfg. Co. 
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FOOTPRINTS 
THAT STOPPED 


® For weeks, the corridors of the hospital had 
been tracked up with the dirt that bad weather _ 
always brings. There were footprints every- 
where, footprints of every shape and size. 
Then, suddenly, one day, the footprints 
stopped—the halls were clean. The best 
minds on the staff were baffled. 





It was the superintendent who finally 
solved the mystery. “Elementary,” he said. 
“‘We simply switched to Wyandotte Detergent. 
Now the floors are spotless, and it’s actually 
costing us less in material and labor to keep 
them clean. The only mystery to me is why 
we didn’t start using Wyandotte Detergent 


long ago.” 


You, too, will find that Wyandotte Deter- 
gent makes cleaning easier and cheaper—not 
only for floors, but for marble, porcelain, and 
painted surfaces as well. Ask your Wyandotte 
Service Representative to tell you how. At the 
same time, find out about Wyandotte Steri- 
Chlor, ideal wherever an odorless deodorant 
is needed. 


THE J-B- FORD COMPANY 
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from R. J. Taylor of Macon, Georgia, and has been 
erected as a memorial to Mr. Taylor’s father and 
grandfather, both of whom were physicians. 
<All cde 
Pocatello, Idaho—Plans are being made to build 
an addition to St. Anthony Mercy Hospital at 
Pocatello, Idaho, which will provide accommoda- 
tions for about twenty-five additional patients 
and thirty additional nurses. The improvements 
will cost approximately $70,000. 
<sctediilibalean 
Peoria, Illinois—The new Residence Hall of the 
Peoria Municipal Tuberculosis Sanitarium, Pe- 
oria, Illinois, housing the nurses and women em- 
ployes, has been completed and dedicated recently. 
This home consists of two independent units, one 
housing the nurses and the other the women em- 
ployees. The cost of the home with furnishings 
is $100,000. Hewitt, Emerson & Gregg of Peoria, 
Illinois, were the architects. 
seri onaics 
Chesterton, Indiana — Bids have been opened 
for the construction of the Porter Memorial Hos- 
pital to be built at Chesterton, Indiana. A bond 
issue for $120,000, a PWA grant, and a private 
donation of $25,000 provides close to $225,000 for 
the project. 
coli t 
Jeffersonville, Indiana—The county commis- 
sioners of Clark County, Indiana, have approved 
a bond issue of $65,000, representing fifty-five per 
cent of the cost of building an annex to the Clark 
County Memorial at Jeffersonville, Indiana. A 
PWA grant of $62,189 was approved for the proj- 
ect in August. 
a 
Clarinda, Iowa—Work was started about Octo- 
ber 15 on the $120,000 municipal hospital at 
Clarinda, Iowa. 
silts 
Eldora, Iowa—Brick work on the new Eldora 
Hospital, Eldora, Iowa, is near completion and 
contractors expect to have the building closed in 
by the first of November. 
eae tei 
Lexington, Kentucky—Bids have been opened 
for the construction of a new hospital building 
for Negro patients at the Julius Marks Sana- 
torium, Lexington, Kentucky. The building, which 
will cost approximately $85,000, will be built with 
funds furnished by Leo Marks, son of Julius 
Marks, for whom the hospital was named, and the 
Public Works Administration. 
ee? eee 
Madisonville, Kentucky —The new Hopkins 
County Hospital, Madisonville, Kentucky, with 
accommodations for one hundred patients, will 
be completed within the next three weeks. 
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Lafayette, Louisiana—The new charity hospi- 
tal at Lafayette, Louisiana, the first completed 
unit of Louisiana’s construction program to pro- 
vide hospital care for the needy, was formally 
opened the first part of October. The construc- 
tion involved remodeling and rebuilding of the 
original St. John’s Hospital in Lafayette in addi- 
tion to new buildings. 

sacle mie. 

Detroit, Michigan—A new $100,000 Negro in- 
stitution, Trinity Hospital, was completed recently 
in Detroit, Michigan. The formal opening was 
held October 2. 

sdlgicchialaaitenin: 

Lake City, Minnesota—The voters of Lake City, 
Minnesota, approved a bond issue at a special elec- 
tion for the construction of a new city hospital. 
The PWA will help finance the project. 

ee ee 

Nopeming, Minnesota—A $260,000 addition to 
Nopeming Sanatorium, Nopeming, Minnesota, 
heads the list of prospective 1939 building activi- 
ties for St. Louis County, Minnesota. The con- 
struction will be a PWA project. 

sta 

Northfield, Minnesota—The issuing of $48,000 
of municipal bonds for the construction of a new 
hospital at Northfield, Minnesota, was voted by a 
three to one majority. 

Sci aaa 

Warroad, Minnesota — A new 25-bed hospital 
is to be built at Warroad, Minnesota. Approxi- 
mately $41,000 of the total cost, $65,000, will be 
provided by the PWA. Work will be begun as 
soon as relief labor, now employed in fighting 
brush and peat fires in this territory, can be 
released. 

Sen eee 

Binghamton, New York—Construction of the 
new $425,000 addition to the Binghamton City 
Hospital, Binghamton, New York, will start in 
the near future. The plans have been drawn and 
are now awaiting final council approval. 

ee ee 

Rochester, New York—The Rochester General 
Hospital, Rochester, New York, celebrated the 
fiftieth anniversary of the opening of its out- 
patient department on October 24. This is one 
of the oldest organized out-patient departments 
in the United States. 

cali 

Rome, New York—Ground has been broken for 
the new city hospital to be built at Rome, New 
York. 

me es 

Salem, Ohio—The twenty-fifth anniversary of 

the founding of Salem City Hospital, Salem, Ohio, 
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THIS was the BIG NEWS at the Dallas Convention 


| The HILL-ROM 
MULTI-POSITION BED 


A tremendous advance—a remarkably ingenious but 
intensely practical solution of the problem of bed ad- 
justments for all kinds 
of cases, including the 
unusual or especially 
3 troublesome ones. No 
wonder delegates and 
\ visitors flocked around 
! HILL-ROM’S booth, 
and city newspapers 
i treated the Multi- 
Position Bed as the 
most newsworthy thing 
among the exhibits. 


With this bed the pa- 
tient can be placed in 
these positions: (a) sit- 
ting, (b) semi-reclin- 
ing, (c) Fowler, (d) 
Shock, (e) Gatch. It 
takes the place of a 
special cardiac bed; it does away with the 
need of extension stems or shock blocks. 
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If you would like more 
information on the 
Multi-Position Bed, please write us. 
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SEE as you WORK with the new 


BUCKNER FRACTURE TABLE 


Fluoroscopy from any angle without interference 


Shown for the first time at the American Hos- 
pital Association Convention in Dallas, Texas. 








This new table is so different, so 
facile in its application that any- 
one concerned with the treat- 
ment of fracture will instantly 
recognize its superiority. Its 
universal adaptability and sim- 
plicity of operation appeal to 
every surgeon. 


Let us send our new twelve page treatise 
on the use of the Buckner Table, Free. 


OCHERS : 


THE MAX WOCHER & SON CO. 








Makers of Fine Equipment 
29-31 W. Sixth Street, Cincinnati, O. 
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was celebrated on September 11. Dr. George W. 


Crile delivered the address of the day, as he de- - 


livered the dedicatory address twenty-five years 
ago. ; 
—_—_—>———_——— 


Tahlequah, Oklahoma—On October 3, the Tah- 
lequah Indian Hospital, Tahlequah, Oklahoma, a 
$325,000 institution with accommodations for 
seventy-five patients, was formally dedicated. 


—_—<——— 


Talihina, Oklahoma — Dedication services for 
the new million dollar Choctaw-Chickasaw Hospi- 
tal and Sanatorium at Talihina, Oklahoma, were 
held October 4. Dr. Emil Krulish, for 25 years 
in the Federal Health Service, and recently trans- 
ferred to the Indian Service, is superintendent of 
the institution. Dr. W. E. VanCleave, superin- 
tendent of the old institution which is being ab- 
sorbed by the new one, is staying at the institu- 
tion as assistant superintendent. 


—— 


Portland, Oregon—An addition of forty beds 
to the new tuberculosis unit which is to be con- 
structed at Portland Sanitarium and Hospital, 
Portland, Oregon, has been made possible by a 
gift of $50,000 to the hospital by Mrs. Julius 
Meier, widow of the late governor of Oregon, as 
a memorial to Governor Meier. 


eee 


Salem, Oregon—Construction has been started 
on Oregon’s new $350,000 state tuberculosis hos- 
pital at Salem, Oregon. The building will be 
ready for occupancy by April 1, 1939. 


_—--<__——- 


Philadelphia, Pennsylvania—The Hahnemann 
and Presbyterian Hospitals of Philadelphia will 
share equally in a “more than $100,000” estate 
under the terms of the will of the late George 
K. Bartle, an old resident of Philadelphia. 


isis 


Greenville, South Carolina—Additions and al- 
terations which will cost about $115,000 have 
been started at Greenville General Hospital, 
Greenville, South Carolina. 


Loudon, Tennessee—Bids for the construction 
of a new modern fireproof hospital of thirty beds 
for the town of Loudon, Tennessee, were opened 
on October 17. Barber and Shelton are the 
architects. 


—_—_—_ 
Fort Worth, Texas—The United States Public 


Health Service dedicated its new hospital at Fort 
Worth, Texas, on October 28. 
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Milwaukee, Wisconsin—The seventy-fifth anni- 
versary of the founding of Milwaukee Hospital, 
Milwaukee, Wisconsin, was celebrated on October 
23. Dr. Herman L. Fritschel has been the super- 
intendent of this fine institution for thirty-six 


years. 


ae aiislilli eatin 


Marinette, Wisconsin—The PWA has approved 
a grant of $144,000 toward the construction of a 
new $250,000 Marinette County Hospital. The 
new building will provide accommodations for 
eighty patients. Construction will be started be- 
fore January 1. Clas and Clas, Milwaukee, and 
Allen Walsworth, Waukesha, have been selected 
as architects for the new hospital. 


a en 


Port Washington, Wisconsin—The PWA has 
made a grant of $45,000 toward the cost of con- 
struction of a $100,000 hospital at Port Wash- 
ington, Wisconsin. 





Birmingham's New Hospital Project 


A new $2,000,000 “minimum charge” hospital 
is to be built at Birmingham, Alabama. The 
plans call for a fourteen-story building with fa- 
cilities for caring for 575 patients with a new 
nurses’ home and doctors’ quarters accommodated 
in an eleven-story annex. 


The operation of the hospital would be on a 
cost-plus basis, with total hospital and medical 
service charges being determined by the financial 
resources of the patient. In some cases the 
charge would be less than cost, but no outright 
charity cases would be accepted. 


The hospital will be located on the grounds of 
the Hillman Hospital, the present city institution, 
which after the new hospital is in operation will 
be used exclusively for the accommodation of 
charity cases. 


The new hospital will be built and operated by 
a corporation of Birmingham business men. It 


’ will be sponsored by the County Commissioners 


of Jefferson County, and under the direction of 
the Advisory Board of Hillman Hospital. The 
project has the approval of PWA, who will make 
an outright grant of $900,000 and will loan an 
additional $1,000,000 to the corporation of the 
new hospital. Dr. J. W. MacQueen is superin- 
tendent of Hillman Hospital and will be the ad- 
ministrative head of both Hillman Hospital and 
the new hospital when it is completed. 
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ARE 


VACOLITER 


DEXTROSE AND SALINE SOLUTIONS IN VACOLITERS 


— 


There’s a supply of Baxter's solutions 
as close to you as your telephone 


Baxter users know from long, happy experience 
that they need never be ‘‘out of stock.”’ A call or 
. the kind 


. on their way to you 


a telegram to us sends solutions . . 
and quantity you want. . 
in twenty-four hours. 

There is nothing remarkable about this... 
it only serves to show you that the word 
“‘convenience’’ is a broad term to Baxter Labo- 
ratories. 

It means not only a simple physical set-up of 
the necessary accessories for intravenous in- 


fusions, at the bedside . . . or easy storing facil- 


The fine product of 
BAXTER LABORATORIES 


COLLEGE POINT, N. Y. 
LONDON, ENGLAND 


Produced and Distributed on the Pacific Coast by 
Don Baxter, Inc., Glendale, Cal. 


GLENVIEW, ILL. 
TORONTO, CANADA 


Distributed East of the Rockies by 


CHICAGO 
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ities . . . but a complete, all-inclusive convenience 
that starts when you use your first liter of 
Baxter's Dextrose and Saline Solutions in Vaco- 
liters . . . and it never stops. 

This sort of “‘broad-scope’’ convenience has 
won over half of America’s hospitals. They use 


Baxter’s Dextrose and Saline Solutions in 


Vacoliters every day. They depend upon the 
purity and sterility of these fine solutions, pro- 
tected in the Vacoliter. They pay no more for 
efficient service and excellent solutions than you 
pay today. 


GLENDALE, CAL. 
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